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In Mexico, hairless epidermomycosis of the skin is not uncommon. 
The variety affecting the palms and soles abounds on both coasts of the 
republic as well as in the rest of the tropical zones. Primitive cases also 
exist in the highlands. The type that is localized in the folds of the skin, 
particularly in the genitocrural region (eczema marginatum of Hebra), 
is found equally frequently. In patients from the state of Tabasco and 
from the tropical shores of the Grijalva River, I have seen several cases 
similar to those described by Pardo Castello in the colored race in Cuba. 
Whether or not the soles or the palms are affected with epidermomycosis, 
a scaly pityriasic condition is observed, with fine, dry scales, occupying 
large portions of the skin of the limbs over an erythematous area. Some- 
times the condition is lichenoid, and often there are slightly vesiculated 
polycyclic borders, the vesicles being small, abortive and scaly. 

In the palms and on the soles the scaly type of condition predom- 
inates alone or mixed with vesicles which resemble those of dyshidrosis, 
and which sometimes extend to the folds under the toes. They form 
scaly dry areas, sometimes erythematous, with clear polycyclic and 
microcyclic borders as a result of the exfoliation of the abortive vesicles. 

They may be unnoticed, but sometimes they produce more or less 
intense itching, especially after a long walk. By an unknown mecha- 
nism, these lesions may diminish considerably or even disappear sponta- 
neously, to recur later and last for many years. 

Between the toes and fingers, the same scaly type, often with fissures, 
frequently exists, but on the feet, the scales are macerated when there 
is hyperhidrosis, forming pityriasic, white or yellowish accumulations 
over a red, itching, weeping, painful surface, especially when fissures 
are formed. 

The vesiculated type of ringworm, resembling dyshidrosis, is rare in 
Mexico. Complications, especially on the sole and on the palm, are 
not rare. Weeping, exudative dermatosis may result, adding a real 
eczematization that will cover the primary eruption. Such complications 
may be spontaneous, or they may be caused by improper treatment ; they 
may also occur after proper treatment in cases of special sensitization 


* Submitted for publication, July 16, 1929. 
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of the skin, produced by the same fungi or by the toxins of the condi- 
tion. Then light iodine lotions, chrysarobin ointment and salicylic or 
benzoic acids are not tolerated. Pyogenic complications, vesicoblebs of 
impetigo with honey-colored crusts sometimes appear; staphylogenic 
pustules are isolated or are combined with the former. These condi- 
tions seldom become septicemic, with all the corresponding general 
symptoms: chills, fever, etc. 

As a rule, it is not known how the dermatosis is acquired. Ring- 
worm of the groins, which with its falling scales would tend to cause 
infection of the feet, does not always precede ringworm of the soles. 
Very likely the pathogenic fungus lives as a saprophyte, particularly in 
the tropical regions, where it may be found outside of the organism, ir 
the ground, in the weeds or grass, or elsewhere. I have not observed 
contagious cases, not even in married people. The habit of going bare- 
foot while bathing and while indulging in sports is a probable cause of 
contamination, as has been noted by some of the patients. 

As far as the treatment is concerned, I believe that removal of the 
scales after prolonged immersion of the feet in hot water by the use of 
pumice stone is necessary ; however, it is difficult for patients to do this 
properly. 

In many cases, failure occurs on account of the imperfection of this 
detail. It would be preferable for the physician himself to remove the 
scales after maceration by wet applications. 

In a patient with ringworm of the soles of several years’ duration, 
a cure was effected after only one treatment. The patient had been 
using waterproof applications tor some time, believing that he had eczema. 
The scales under these were softened, and thick layers of epidermis 
were found which had been converted into a real pap by the humidity 
of the application. These layers were completely removed with the 
curet ; the skin beneath was clean, rose-colored and of a normal aspect. 
A 1 per cent solution of iodized alcohol and Lassar’s paste was then 
applied. The trichophytid entirely disappeared. 

However, some patients cannot be entirely cured, because the scales 
are never completely removed, notwithstanding the best advice. In 
cases of patients manifesting intolerance to the drugs applied locally, I 
have succeeded in effecting a state of desensitization by nonspecific pro- 
tein therapy: autohemotherapy, a nonspecific milk preparation and 
peptone administered before every meal cause the focal reactions to 
diminish or disappear and make local treatment possible. 

Cases of pruritus ani and pruritus vulvae of mycotic origin are not 
rare in Mexico. The following is a typical case of ringworm of the 
soles. 

REPORT OF A CASE 


History —A man, aged 29, unmarried, a native of Sombrerete, in the state of 
Zacatecas, a musician, came to the clinic about the middle of 1928: he said that 
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about two months before and without apparent cause, he had noticed the appearance 
of several fissures on the toes. On observation, it was found that a dermatosis was 
present on the anterior part of the soles and on the plantar surface of the toes, 
except on the fifth toe on the left foot; it also reached the interdigital spaces, but 
left the subdigital fold unharmed. 


Fig. 1—Ringworm of the soles caused by Trichophyton asteroides. 


The lesions were erythematous, scaly, polycylic and microcylic, which was 
particularly noticeable on the borders of the lesions near the elevated areas (fig. 1). 
The scales were thin and yellowish and were detached in the masses around 
the lesions, which appeared to be formed by the rupture of more tiny vesicles 
which had become scaly. In the erythematous areas were small vesicles, some of 
which ruptured. There was slight itching which increased when the patient walked. 
Treatment consisted of scraping (décapage) after immersion in water and 
applications of dermatologic tincture of iodine: the results were satisfactory. 
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Fig. 2.—A, photomicrograph of hyphae that are observed on scales treated with 
potash in 40 per cent solution. B, drawing taken from a portion showing abundant 
hyphae. 
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Mycologic Study of Trichophyton Asteroides (Var. Sin. Sabouradites [Aleuro- 
closter] Asteroides Sab. Var.) (Prof. I. Ochoterena).—Scales: The epidermal 
scales were treated with a 40 per cent solution of potash according to the classic 
technic, care being taken to heat it slightly several times until disintegration of 
the scales was obtained; then numerous fine refringent hyphae were observed, 
divided at long intervals with the terminal portion provided with protoplasmic 
condensations that resembled spore formations (fig. 2, A and B). 


Fig. 3—Cultures on Sabouraud’s medium. 4A, culture after ten days; B, culture 
after seventeen days, and C, culture after sixty-five days. 


Cultures: The scales were separated until they were reduced to pointed frag- 
ments, and several of these were grown on Sabouraud’s medium in which dextrose 
had been substituted for honey. 

After the third day, a colony composed of white hyphae with a central acumina- 
tion could be perceived; macroscopically, its contours were well defined, but when 
it was observed with a lens, delicate hyphae could be seen surrounding it with 
fine down. The colony increased in size; it did not spread radially or in folds. 
At the end of sixty or seventy days it covered the entire surface of the medium, 
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exhibiting a dark golden color at the bottom of the tube. Pleomorphic alterations 
were not observed (fig. 3, 4, B and C). 

The Fungus in Hanging Drop Culture: When Sabouraud’s technic was used, 
the hanging drop culture showed, in the center group of elements, aleurias espe- 
cially and at certain intervals in the circumference irregularly located satellite 
accumulations; in young cultures, heads predominated with abundant aleurias: 


Fig. 4.—A, satellite accumulations in hanging drop cultures. B, hyphae arranged 
in tendrils with spiral Jax and aleurias accumulation. C, tendrils of chlomydo- 
spores in sixty day culture. Photomicrograph taken from live cultures. D, diverse 
types from terminal spindles. 


before that, hyphae arranged in chains could be seen, in a spiral with five more or 
less poorly defined turns. In old cultures appeared real chains of chlamydospores or 
endoconidium ; in the same cultures, curious terminal spindles could be observed with 
from 3 to 5 divisions irregularly located; although these spindles, genuine acro- 


URUENA—RINGWORM OF SOLES 915 


spores, were not rare, they were not as abundant as in other dermatophytes ; they 
were always arranged in terminal formation and never in masses (fig. 4, 4, B, C 


and D). 
CLASSIFICATION 


Because of the pure whiteness of the colonies of this dermatophyte, 
its luxuriant vegetation as indicated by pleomorphic manifestations and 
the fact that the colonies appear late and are the color of the bottom of 
the cultures, it is evident that the organisms should be considered as 
belonging to the group of Trichophyton microides as an ectothrix of the 
niveum type, studied by Sabouraud; but he called attention to the fact 
that in such Trichophyton spindles, chains or heads of short and accu- 
mulated aleurias, such as are found in the fungi described here, never 
exist. In the numerous studies that I have made of hanging drop cul- 
tures, I have found nodular organisms which Sabouraud considers as 
typical of Tricophyton lacticolor. (Sabouraud, 1910) but which also 
differ from this fugy not only because there are not colonies with fur- 
rows, but because the bottom of the cultures is a dark golden color or the 
color of a lion and not yellowish, as is the previously mentioned 
lacticolor. 

If reference is made to the Trichophyton microides, which on account 
of its mycologic characters cannot be considered among the niveum, 
then by exclusion it must be classified among the gypseum with which 
it has in common in hanging drop cultures a structure akin to the aster- 
oides, the terminal spindles, the chains, etc.; but I have already stated 
that it differs in the character of its cultures. 

Therefore, I believe that Sabouraud’s dermatophyte must be con- 
sidered a variety of Trichophyton asteroides, which would be classified 
among the gypseum and niveum types. 

If the dermatophyte in question is classified according to the “New 
Classification of Dermatophytes” suggested by Otta and Langeron, it 
must be considered as belonging to the family or group of the Conidio- 
sporacae ; if aleurias, chlamydospores, spindles and tendrils are present, 
the dermatophyte must be considered as belonging to the genus Sabour- 
adites; the absence of nodular organisms allows one to exclude it from 
the genus Closterama and Aleurama, and the existence of spindles and 
aleurias justifies its inclusion in the subgenus Aleurocloster. In this 
division are found the isolated fungi of Horta, which like the fungus 
described here shows aleurias, spindles and tendrils; but its cultures 
remind one of the Sabouradites farimulentus and cannot be considered 
in this species on account of the absence of pleomorphism, the arrange- 
ment of the organs in tendrils and the total difference of the cultures. 

In accordance with this classification, it would be correct to consider 
that the dermatophyte in question resembled Sabouradites asteroides; 
though it does not correspond entirely with its different characters, it 
must at least be considered a well defined variety. 
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PIGMENT (MELANIN) STUDIES OF THE HUMAN 
SKIN AFTER APPLICATION OF 
THORIUM X 


WITH SPECIAL REFERENCE TO THE ORIGIN AND FUNCTION OF 
DENDRITIC CELLS * 


SAMUEL M. PECK, M.D. 


NEW YORK 


Pigment (melanin) is found in the human epidermis in the basal 
and overlying cells as well as in a more bizarre appearing cell with 
dendritic processes. Such dendritic cells are also found in the matrix 
of pigmented hairs, epidermal hair sheets, sometimes in the epidermal 
parts of sebaceous glands and in pigmented mucous membranes. They 
are increased in hyperpigmented processes at the time of pigment forma- 
tion, especially after exposure to light, x-rays, radium and thorium X. 
They are well seen in acanthotic processes such as condylomas, lichen 
ruber, molluscum contagiosum, psoriasis and pemphigus vegetans, as 
well as in the early stages of melanocarcinomas. In hyperpigmented 
and acanthotic processes they may be found in the layers above the 
»asal cells. 

While as a rule it is true that dendritic cells are increased in number 
and therefore better seen in hyperpigmented skins, for reasons not yet 
clear they are better visualized in acanthoses (fig. 1) and in pigmented 
mucous membranes, even though there is little pigmentation. This may 
be due to some extent to the fact that the dendritic processes may be 
obscured by adjoining pigmented cells, and in the relatively pigment- 
poor mucous membrane this factor is obviated ; or that, as in acanthotic 
processes, there is a looser type of tissue so that the processes are better 
seen or better developed. If one examines a skin showing a fairly strong 
dopa reaction or one that is fairly well pigmented, one is struck by the 
clarity and the number of dendritic cells, seen in a rete peg cut on a 
bias. It is possible that in many cases dendrites are given off in a 
plane which runs parallel to the body surface, so that in the usual section 
which cuts this plane at right angles the dendrites are poorly visualized. 
Above all, the state of pigment activity as well as the method employed 
for its demonstration are of prime importance in the demonstration of 
dendritic cells. 


* Submitted for publication, Sept. 9, 1929. 
* From the Dermatologische Klinik, University of Zurich, Prof. Bruno Bloch, 
Director. 
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Many workers (Bloch *) have investigated the problem of the nature, 
origin, anatomy, distribution and biologic significance of the dendritic 
cell in the human skin, since the original demonstration of them in syphi- 
litic leukoderma and in the normal hair matrix by Riehl * (1884). The 
first thorough investigation of their distribution in the normal white 
skin was made by Adachi* (1903). Recently Becker,* in a detailed 
and thorough piece of work, undertook a systematic investigation of 
the pigment (melanin) of the upper mucous membranes and the skin, 
with special consideration of the dendritic cells. His investigations 
showed that dendritic cells were much more frequent in the normal 
skin and mucous membranes than has been supposed; that they were 
found in all regions examined—nipple, abdomen, axilla, toe, prepuce, 
mouth, pharynx and esophagous—and that they varied in size, shape, 
nature of branching and numerical relation to nondendritic cells in dif- 
ferent regions of the skin and mucous membranes and even in the same 
location in different persons. 

The dendritic cell in its appearance and variable form may appear 
very different from the ordinary basal cell. However, all transitions 
between the most bizarre shapes with long, gnarled branches to basal 
cells with short stubby processes can be seen (transition forms). The 
cell body is usually larger than that of a basal cell and may be globular, 
irregularly oval, club-shaped or polyhedral. The protoplasm is spongy, 
lacks fibrillation and contains pigment in its cell body as well as in the 
processes. The processes may be fine and whiplike, or thicker and 
irregularly formed, extending in the intercellular spaces almost up to 
the stratum corneum.° They may run along just below the basal cells, 
extending under three or four cells, and often curving upward at the 
end to go up between the basal cells again. From such a long process 
branches may be given off at right angles, also extending upward. The 
branches of a dendritic process often end in a Y-form or show at their 
terminations a button-like swelling. This knoblike or button-like swell- 
ing at the end of a process can be seen especially well in dopa sections. 
It is perhaps a cross-section of a dendrite which is running at right 
angles to the section. 


1. Bloch: Handbuch fiir Haut- und Geschlechtskrankheiten, Berlin, Julius 
Springer, 1927, vol. 1, p. 434. 

2. Riehl: Cited by Adachi (footnote 3). 

3. Adachi, B.: Hautpigment beim Menschen und Affen, Ztschr. f. Morphol. 
und Anthrop. 6:1, 1913. 

4. Becker, S. W.: Melanin Pigmentation, Arch. Dermat. & Syph. 16:259 
(Sept.) 1927. 

5. In my series of observations the dendritic processes extended only up to 
the lower layer of the stratum granulosum. 
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According to Masson,® each dendrite ends in the supranuclear region 
of a malpighian cell. The dendrites never dip below the epidermis- 
cutis line. Sections in which they seem to do so can sometimes be 
seen, but serial sections will show that these are artefacts. The proc- 
esses may spring from any point on the surface of the cells and may 
be three or more in number and show repeated branching. Often the 
longest branches spring from the poles of the cell at its longest diame- 
ter. Since the dendrites are not all in the same plane and often change 
their direction, it is unusual to get all the processes in the same section 
or to be able to follow the dendrites to their final termination. The 
dendrites often seem to communicate with one another, especially in 
the dopa sections and sometimes form a swelling at their point of 
junction. 

The nucleus is large, round or oval, contains several nucleoli and 
is often eccentric (fig. 2). Mitotic figures have not been seen in 
dendritic cells (Bloch,! Miescher* and Becker *), except by Masson.* 
The cell lies between the basal cells, usually at the basal cell level, but 
sometimes it is seen at a slightly higher level, or almost half of the cell 
body may be below the basal line in the cutis. The whole cell, how- 
ever, has never been seen below the epidermis. 

The dendrites are ordinarily made visible by their impregnation 
with melanin, although Miescher has seen cells with dendrites in melan- 
omas, when they did not contain any pigment.® It is a curious fact 
that the cytoplasm of the dendritic processes does not take the ordinary 
stains. This is true of the dendritic cytoplasm in lower animals also 
(Biedermann,’® Ballowitz*'). In sections treated with silver nitrate 
the dendrites are still better seen because their pigment content is 
brought more to the fore by the reduction of the silver (formation of 
silver melanin) which makes visible the fine pale pigment granules and 
perhaps propigments. 

By far the clearest and truest picture is obtained with Bloch’s dopa 
method which demonstrates the pigment-forming oxydase. With the 


6. Masson, M. P.: Les tumeurs, Paris, A. Maloine et fils, 1923. 

7. Miescher, G.: Die Entstehung der bésartigen Melanome der Haut, Vir- 
chows Arch. f. path. Anat. 264:86, 1927. 

8. Masson (footnote 6). In the following investigations not only has a 
dendritic cell never been seen in mitoses, but a cell in the act of division usually 
contains no pigment. 

9. Miescher (footnote 7). Both W. J. Schmidt and Biedermann saw pig- 
ment-free dendrites in the “Ballungsstadium” of melanoblasts in frog skin. 

10. Biedermann, H.: Vergleichende Physiologie des Integuments der Wir- 
beltiere, Ergebn. d. Biol. 1:1, 1926. 

11. Ballowitz, E.: Ueber die Pigmentstr6émung in den Farbstoffzellen und die 
Kanalchenstruktur des chromatophoren Protoplasmas, Arch. f. d. ges. Physiol. 
157:165, 1914. 
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dopa reaction the dendrites are seen either through the content of gran- 
ular dopa melanin or, better still and as is usually the case, by the 
diffuse protoplasmic reaction. This is the only method that clearly 
demonstrates the cytoplasm, i. e., protoplasm-containing oxydase. In 
the native as well as in the silver sections the dendrites are demon- 
strated through their content of pigment granules, which give a picture 
that is often only outlined by scattered dots, so that it is difficult to trace 
component parts of the cells.1* With the dopa reaction, however, espe- 
cially in the diffuse reaction, one obtains a more solid and complete 
picture. Furthermore, in a strong dopa reaction nearly every dopa- 
positive cell may show dendrites, while in the native and silver section 
very few may be seen (tables 1 and 2). 

The striking and often bizarre forms of fully developed dendritic 
cells, as they are seen between the other pigmented and nonpigmented 
epidermal cells, may lead them to appear different from the other epi- 
dermal cells. They remind one very much of the melanophores of 
cold-blooded animals. Especially in dopa preparations they have a 
striking resemblance to certain cells of the central nervous system. 
The peculiar morphologic characteristics of the dendritic cells have led 
many investigators to occupy themselves with the problem of their 
origin and function. In the course of time various theories have arisen 
about their genesis and function. The whole problem of the dendritic 
cell revolves around these two questions, and the following investigations 
were undertaken in an attempt to answer them. 


THEORIES CONCERNING THE ORIGIN OF DENDRITIC CELLS 


It is not necessary in the present state of the problem to discuss the 
views of the older authors (Schwalbe,’* Rabl?* and Adachi*) who 
maintained that they are not cells at all but artefacts due to the pigment 
in the intercellular spaces. That the view was false was clearly indi- 
cated by the regularity of the demonstration of the nuclei of the cells. 

There are three main theories which still remain for discussion. 
Most of the investigators who have occupied themselves with this prob- 
lem support the view that the dendritic cells are closely connected with 
melanin production, This point of view is supported chiefly by the fact 
that dendritic cells usually contain pigment and are especially numerous 
during active pigment production. 

Among the supporters of the theory of the pigment function of 
the dendritic cells there are divergences of opinion about their genesis. 


[:specially the older authors, in analogy to the melanophores of cold- 


12. Dendritic cells containing a small amount of pigment usually have the 
pigment granules situated along the periphery of the cell and its dendrites. 
13. Cited by Bloch (footnote 1). 
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blooded animals, considered the dendritic cells as pigment cells of meso- 
dermal origin which had wandered up into the epidermis in embryonal 
life, and had remained there to function as melanoblasts ( Ranvier,’ 
Kolliker,)* Ehrmann and del Rio Hortega*’). Still others (Bloch,' 
Miescher,’ Kreibich ** and Becker *) considered them as cells of ecto- 
dermal nature which are nothing more than special functional phases 
of ordinary pigment-building basal cells. 

The French authors ( Masson,® Pautrier, Lévy and Diss '* and Cau- 
diére **) went still further. They separated the dendritic cells com- 
pletely from the rest of the epidermal cells. The older theory of 
Masson,’ which was accepted by Pautrier, Lévy and Diss, ascribed a 
metabolic function to the dendritic cells. As “cellules emboceptrices” 
they have the property of taking up propigments and various other 
substances from the reticulo-endothelial cells of the cutis into the epi- 
dermis and of carrying away again from the epidermis into the cutis 
waste elements or formed products. This function, however, has not 
been proved. In the more recent papers of Masson,'® the dendritic 
cells have been classified as nerve cells and have been made identical 
with the Langerhans cells. 

A great deal of confusion has arisen because of the nomenclature 
used by various authors in writing about dendritic cells. In compari- 
son with the pigment-forming cells of the lower animals they have been 
called chromatophores or melanophores. Still greater misunderstanding 
has been caused by their being called Langerhans cells (Masson,°" 
Pautrier, Lévy and Diss,‘ Caudiére**), which are epidermal nerve 
elements and are not melanoblasts (fig. 3). As was shown by Bloch,’ 
quite apart from the question whether the dendritic cells are closely 
allied or have their origin from nervous elements, they cannot be identi- 
fied with the Langerhans cells. This point will be taken up later. The 
terms in the following studies are those used by the Bloch school; i. e., 
melanoblasts, pigment-building cells of the epidermis of dendritic or 


14. Ehrmann, S.: Das melanotische Pigment und die pigmentbildenden Zellen 
des Menschen und der Wirbeltiere in ihrer Entwicklung, Bibliotheca medica, 
Cassel, Jena, Gustav Fischer, 1886. 

15. Del Rio Hortega: Algunos observaciones los cromoblasto de la _ piel 
humana, R. Soc. Esp. de Hist. nat. Toma del 50° Aniv. 1921, 

16. Kreibich, C.: Ueber das melanotische Pigment der Epidermis, Arch. f. 
Dermat. 118:837, 1914. 

17. Pautrier, L. M.; Levy, G., and Diss, A.: Dermo-Epidemic Interchanges, 
Arch. Dermat. & Syph. 17:1 (Jan.) 1928. 

18. Caudiére, M.: Recherches sur l’évolution des cellules pigmentaires dans 
certaines épithéliomes envahessant l’épiderme, Ann. d’anat. path. 3:119, 1926. 

19. Masson, M. P.: Les naevi pigmentaires, tumeurs nerveuses, Ann. d’anat. 
path. 3:417 and 657, 1926. 

20. Masson (footnotes 5 and 19). 
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nondendritic form, and chromatophores, cells found in the cutis which 
phagocytose pigment and are not pigment builders. The last-named 
cells never show a positive dopa reaction, in contradistinction to the 
melanoblasts of mesodermal origin, which may also be found in the cutis 
in such conditions as blue nevus and mongolian spots. 


RESEARCH 


The following investigations were undertaken in an attempt to approach the 
problem of the genesis and function of the dendritic cell by the study of a process 
in which a great number of them are called forth in a relatively dendritic-poor 
normal skin. It was thought that by a series of biopsies over a relatively long 
period of time a sort of a moving picture of their development and final fate 
might be obtained. 

A normal human skin was exposed to a radioactive substance, thorium X, 
because it has been seen (Bloch) that fine dendritic cell pictures could be obtained 
by this agent. Thorium X is a radioactive element which is sold in Germany in 
the form of a salve or in solutions, containing 500-6,000 electrostatic units per 
cubic centimeter. 

Technic—In the study of pigment, a definite systematic routine must be 
adhered to: (1) frozen sections stained and unstained and treated with silver 
nitrate; 21 (2) the dopa reaction; (3) paraffin sections, unstained, treated with 
silver nitrate, unstained and counterstained with hematoxylin or methyl green 
pyronin, as eosin and other strong cytoplasmic stains hide the pigment; (4) for 
the histologic changes, the usual hemalaun-eosin or any other stain which may be 
necessary in the problem under investigation. 

The silver reaction, besides accentuating the formed pigment, brings out those 
pigment granules which are too fine to be seen, and perhaps propigments; the 
dopa method of Bloch demonstrates the dopa oxydase or pigment-building oxydase 
and is absolutely necessary for an indication of the pigment-building activity of 
the cell as well as a means of differentiating between melanoblasts and chromato- 
phores. Within limits, the dendritic cells are better visualized in the thicker frozen 
sections (30 by 40 mm.), because the dendritic processes are given off at different 
planes and twist and turn a great deal, so that more of them he seen in one 
section, 

In the following histologic descriptions under headings such as dendritic cells 
and pigment, the sum of the investigation of native, native-silver, dopa, paraffin 
sections, etc., are included. 

SERIES 1 

The subject tested was a laborer, aged 59, with brown eyes, black hair and a 
fairly well pigmented skin. One Gm. of thorium X salve containing 2,000 electro- 
static units of thorium X was rubbed in as evenly as possible over an area 
of skin, 24 by 3 cm., situated just below the spine of the scapula, the long side 
of the oblong, parallel to the spine. The whole area was covered with gutta- 
percha, which was kept in place by adhesive tape for twenty-four hours. 
siopsies were taken one, three, nine, ten, twelve, fifteen, twenty-three and thirty- 
three days after the removal of the gutta-percha. Before the start of the experi- 
ment biopsies were taken from the right and left side of the skin of the back as 


21. For a description of the technic of the dopa and silver reactions see 
Bloch’s article on pigment in Jadassohn: Handbuch der Haut- und Geschlechts- 
krankheiten, Berlin, Julius Springer, 1924, vol. 1. 
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controls. The macroscopic changes were recorded before each biopsy by means 
of moulages. It is obvious that it was impossible to be sure that each square 
centimeter received an equal dose. 

Observations on the normal skin were as follows: There was a weak dopa 
reaction. Most of the dopa-positive cells had the shape of basal cells. There were 
a few dopa-positive dendritic cells, mostly with short processes. Only one cell 
with large dendrites was seen. With the silver reaction, outside of the few with 
short dendrites most of the pigment was in nondendritic cells. 

The section was fairly well pigmented. Most of the pigment was in the basal 
cells and the directly overlying layers. Many of the pigment-containing cells 
showed “capping,” as well as diffuse pigment content. With the silver reaction, 
in places the pigment was seen to go up to and include the stratum corneum. 

Few chromatophores were seen. 

Staining with hemalaun-eosin disclosed a well developed stratum corneum, but 
no well defined stratum lucidum. The stratum granulosum was narrow, and the 
stratum malpighii contained five or six layers of cells. 

Biopsy 1.—Twenty-four hours after the removal of the gutta-percha, macro- 
scopic examination revealed marked erythema. The dopa reaction was negative. 
The dendritic cells showed no increase over the normal. There was no changes 
in pigment. 

Hemalaun-eosin stain showed the epidermis to be of moderate width. The 
papillary bodies were moderately well developed. In the basal cell layer there 
were scattered normal mitoses. Several of the basal cells showed vacuolization. 
There were no marked changes in the stratum malpighii or in the stratum 
granulosum which was one or two cells wide. The horny layer was normal. 

The vessels of the subpapillary layer of the cutis were filled with leukocytes 
and there was a diffuse infiltration of leukocytes in the somewhat edematous 
papillary and subpapillary layers. Several of the blood vessels showed peri- 
vascular lymphocytic infiltrations. Here and there leukocytes were seen directly 
below the epidermis. The elastica was unchanged. 

Biopsy 2.—Seventy-two hours after the removal of the gutta-percha the 
erythema still persisted but it was of a more bluish livid color. The dopa reac- 
tion was negative. The deridritic cells showed no change over the normal skin. 

Pigment was seen in all the layers up to and including the stratum corneum, 
but the pigment content was not increased over the previous section. Most of the 
pigment was in the basal cells and the directly overlying layers. The pigment 
content of the stratum corneum was increased and was about to be cast off with 
the scales. Many of the basal as well as the overlying cells showed capping. 

There was a slight increase of chromatophores. 

With hemalaun-eosin stain, the epidermis was seen to be definitely widened as 
compared with biopsy 1. The increase in width included the stratum malpighii 
as well as the stratum granulosum which was three or four cells wide. No 
noticeable changes were found in the stratum corneum. However, marked 
changes were found in the basal layer and in the lower part of the stratum 
malpighii. With greater magnification a marked intercellular edema was seen, 
with vesicle formation in several places. Pictures were seen which resembled 
partly the spongiosis of eczema, and partly the “segregation” in Paget’s disease 
or in nevus formation. The resemblance to nevus formation and especially 
Paget's disease was increased because some of the cells showed hydropic degen- 
eration, and these hydropic degenerated cells showed an extraordinary poly- 
morphism especially in regard to their nuclei. Next to very small elements very 
large ones were seen the nuclei of which were four times the normal size. 
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Several of these cells contained pigment; others were pigment-free. Seemingly 
normal elements were found next to degenerated or pathologically changed cells. 
In contradistinction to biopsy 1, no mitoses were seen. The cellular changes 
were found in places up to the lower layers of the stratum granulosum which 
was itself normal; it contained only occasional hydropic elements (fig. 4). 

The perivascular infiltrations in the cutis were increased. They consisted 
mainly of lymphocytes and leukocytes. The subepithelial layers showed infiltra- 
tions here and there. Leukocytic infiltrations, sometimes in large numbers, could 


Fig. 4.—Paraffin section, hemalaun and eosin stain, series 1, three days after 
exposure to thorium X: Epidermis shows marked changes; stratum granulosum 
is from three to four cells wide; in the basal layer and the stratum malpighii 
there are spongiosis, vesicle formation, segregation, hydropic degeneration and 
polymorphism of the nuclei, and leukocytic infiltration of the epidermis. A leuko- 
cytic and lymphocytic exudate is present in the cutis. Zeiss, ocular 5 & ; objective 
oil immersion 90, 1.25 mm. (2 inch). 


be found between the loosened epidermal cells. No definite changes were seen 
in the fibroblasts and capillary endothelial cells. 

The elastica was normal. 

Biopsy 3.—Nine days after removal of the gutta-percha, erythema was still 
visible macroscopically, but it was of a more purplish tinge. There was a fairly 
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strong dopa reaction in the basal layer, which appeared as a solid black line in 
which it was difficult to distinguish the individual elements, but many dendrites 
were seen. 

It was seen, especially with the silver reaction, that the number of dendritic 
cells was definitely increased. They were situated between the basal cells, and 
they showed all gradations from those having short dendrites to those with many 
gnarled branches. It was not the cells with the greatest amount of pigment that 
always showed dendrites. Often the dendrites as well as the cell body (silver 
reaction) were just outlined by pigment granules, situated along the periphery. 

The pigment was decreased over that in the previous section. It was mostly 
contained in the stratum corneum where it was being concentrated preparatory to 
being cast off with the scales. 

The chromatophores were increased in number. The greatest number were 
seen below the area of greatest inflammatory change in the epidermis and where 
there was the greatest amount of cellular exudate in the cutis. 

With hemalaun-eosin stain the epidermis was seen to be in a process of regen- 
eration in many places. For the most part it was widened and was composed of a 
lower young layer and an overlying older one. The young layer consisted of 
relatively small chromatin-rich basal and malpighian cells. The upper older layer 
contained cell elements which were markedly large and poor in chromatin. The 
stratum granulosum was greatly widened and was composed of six or seven cell 
rows. Here as well as in the stratum malpighii were to be found elements with 
two nuclei. The irregularity in the size of the keratohyaline granules was espe- 
cially striking. In comparison with the previous section the horny layer was 
manifestly widened but contained no pathologic inclusions. The nuclear rich basal 
layer showed many mitoses. In one place the basal cell regeneration had failed 
to take place; here it was seen that the epidermis cutis border was composed of 
markedly hydropic swollen giant cell forms which bordered directly on the cutis. 

In the cutis the leukocytic infiltrations had disappeared and instead there was 
perivascular infiltrations of lymphocytes. There was a marked increase of fibro- 
blasts. Several of the fibroblasts showed more than one nucleus. Several of the 
endothelial cells also showed multinuclear forms. The hair follicles as well as 
the sebaceous and sweat glands showed no pathologic changes. 

The elastica was normal. 

Biopsy 4.—Ten days after removal of the gutta-percha, the macroscopic 
appearance was about the same as that in biopsy 3. 

There was a strong dopa reaction in the basal layer. Every dopa-positive cell, 
with the exception of two or three, showed slender dendrites which in many 
cases seemed to communicate with each other. The processes for the most part 
extended upward but here and there they sent long dendrites which extended 
under several basal cells along the epidermocutis line. The greatest number of 
dendritic cells were seen in the dopa section (fig. 5). 

With the silver reaction, the number of dendritic cells was also seen to be 
increased but much less than in the dopa section. It was striking how many of 
the pigment-containing basal cells had dendrites. All gradations are seen from 
cells which had the ordinary cubic form, with short stubby dendrites, to those 
which were larger, with irregular-shaped, very long, many-branched processes, 
extending in every direction. Some of the dendritic forms were so bizarre that 
they had no resemblance to basal cells. Some of the dendritic cells had a cell 
body which was situated at a slightly lower level than the rest of the basal cells; 
others were seen which were situated at about half the height of the basal cell 
above the basal line. None of the dendritic cells were seen to be in the cutis 
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except in bias-cut sections which, on examination of serial slides, proved to be at 
the bottom of epidermal projections. One dendritic cell was seen to lie in the 
layer directly above the basal cells. The processes often ran along the epidermal 
cutic junction under three or four basal cells, sometimes curving up at its 
termination to go between the basal cells again. Usually from these long 
processes branches were given off, which also passed upward into the epidermis. 
None of these processes were seen going into the cutis. If enough sections were 
examined it seemed as if dendrites extended down for a short distance into the 


Fig. 5.—Dopa reaction, frozen section, series 1, ten days after exposure to 
thorium X: Every dopa-positive cell in the field shows well developed dendrites. 
Zeiss, ocular 7 X, objective D 40. 0.65, D 0.17. 


cutis. Careful investigation, especially of serial sections, showed that it was only 
an artefact. All in all, this apparent prolongation into the cutis was so slight 
and extended for such a very short distance that it can be said with certainty 
that the processes did not dip downward. The dendrites extended up in the 
intercellular spaces and showed at their termination a Y-shaped branching or a 
button-like swelling. The cytoplasm of the dendritic cells was spongy, showed 
no fibrillation and had an excentric nucleus with two or three nucleoli. There 
was no relation between the amount of pigment in a part of the cell and the 
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origin of the dendrites. Several of the dendritic cells showed distinct capping. 
There were no mitotic figures in the dendritic cells, and cells in mitoses contained 
little or no pigment granules (fig. 2). 

The pigment content was somewhat decreased over the previous section. 
Although it was being cast off with the scales the amount of pigment in the 
stratum corneum was less. Most of the pigment was in the basal cells. There 
was some in overlying layers. At the places where swelling and degeneration of 
pigment-containing cells occurred with vacuole formation, pigment was seen 
both intracellularly and extracellularly. It assumed there more the character 
of chromatophore pigment; i. e., it was coarser and clumped together into 
large lumps. The picture reminded one greatly of incontinentia pigmenti 
(Sulzberger 

The chromatophores were a little further increased and were characterized 
by their close approach to the epidermis where there were the greatest pathologic 
changes. 

The histologic changes observed with hemalaun-eosin stain were approximately 
the same as those in biopsy 3. The layer of regeneration had assumed large 
proportions. 

The elastica appeared to be decreased in one papilla. 

Biopsy 5.—Twelve days after the removal of the gutta-percha, macroscopic 
examination revealed a bluish but decreased erythema, and a slight element of 
brown fine scaling. The dopa reaction was about the same as that in the previous 
section. 

Most of the dopa-positive cells showed well formed dendrites, which were a 
little less pronounced than in the previous section. With the silver reaction most 
of the pigmented basal cells showed dendrites, and all the transitions described 
before were noted. At this stage, the cells having the largest and most numerous 
dendrites contained the greatest amount of pigment in the cell bodies proper, 
enough to obscure the nucleus. In some fields all the basal cells seemed to 
produce anastamosing dendrites forming a sort of syncytium (frozen silver 
sections). 

The pigment content was about the same as in the last section, but again 
showed concentration in the stratum corneum. 

The chromatophores were somewhat increased. 

Staining with hemalaun-eosin revealed that differentiation of the epidermis 
into two layers had completely disappeared. The epidermis showed an acanthotic 
widening with a well developed stratum granulosum. There was a marked widen- 
ing of the horny layer. 

The cutis still showed a large number of perivascular infiltrations. The fibro- 
blasts were increased. The individual cell elements appeared very large. Other- 
wise there was nothing new. 

The elastica was unchanged. 

Biopsy 6.—Fifteen days after the removal of the gutta-percha, the section 
was distinctly brown, with scaling. 

There was a good dopa reaction, which was seen as a smudge in which the 
individual elements were difficult to distinguish. Many dendrites were seen, but 
individual dendritic cells were not well visualized. 

Few dendritic cells were seen even with the silver reaction. The most seen in 
a whole slide were from four to five, with very short processes and approaching 


22. Sulzberger, M. B.: Ueber eine bisher nicht beschriebene congenitale Pig- 
mentanomalie: Incontinentia pigmenti, Arch. f. Dermat. 154:19, 1928. 


Fig. 6.—Paraffin section, hemalaun and eosin, series 1, fifteen days after expo- 
sure to thorium X: Epidermis shows intercellular and intracellular edema, pyk- 
nosis and swelling of the nuclei: polymorphism and the appearance of multinu- 
The changes resemble those seen in the second wave of roentgen 


clear cells. 
objective oil immersion 90, 1.25 mm. (442 inch). 


dermatitis. Zeiss, ocular 10 x, 
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more the basal cell shape. Not one dendritic cell with an irregular large body 
and long gnarled branches was seen. 

Pigment was increased over that in the previous section, especially in basal 
cells and in overlying layers; it was being cast off with the scales. 

The number of chromatophores was further increased. 

With hemalaun-eosin a fairly wide epidermis with a broad keratohyaline layer 
was seen. In the horny layer there were no inclusions except the pigment men- 
tioned. In the basal layer there were irregularly scattered areas which showed 
in places peculiar cellular degenerative changes which were characterized by 
swelling and haziness of the cell outline as well as vacuole formation of the 
nucleus. Single cells, pigmented as well as nonpigmented, appeared as empty 
cavities in which the pyknotic nucleus was situated in one corner against the 
edge of the cell. In these areas there were a great polymorphism of the nuclei 
and large binuclear elements. The whole picture was remarkably like that seen 
during the period of the second wave in the roentgen reaction (Miescher) 
(tig. 6). The changes described, such as the intracellular edema, hydropic swell- 
ing of the nuclei, the great polymorphism of the nuclei as well as the formation 
of cells with two nuclei, were found only in a few spots, scattered here and there 
throughout the epidermis. At the same time there was definite unrest among the 
cells of the basal layer. 

In the cutis there were a few perivascular round cell infiltrations, scattered 
leukocytes, plasma cells and fibroblasts. 

The elastica was normal, 

Biopsy 7.—Twenty-three days after the removal of the gutta-percha there was 
visible macroscopically distinct hyperpigmentation, a little increased over the 
previous section; scaling was observed. 

A good dopa-reaction was obtained. Many of the dopa-positive cells showed 
short stubby dendrites, all extending upward (fig. 7). With the silver reaction 
the number of dendritic cells was still less. Only cells with short processes are 
seen, 

The pigment content was about the same as that in the previous section. All 
the basal layers showed pigment. In a few spots there was some pigment in the 
stratum corneum. 

The number of chromatophores was still further increased over the previous 
section. 

Staining with hemalaun-eosin revealed a somewhat widened epidermis with 
well developed stratum granulosum. The cell picture in comparison with biopsy 6 
was almost completely normal. The stratum corneum was also well developed. 
The cells of the basal layer showed almost no abnormal changes. 

Outside of scattered areas of lymphocytic infiltration there were no marked 
changes in the cutis. 

The elastica was normal. 

j1opsy 8.—Thirty-three days after the removal of the gutta-percha, macro- 
scopic examination revealed slight erythema with islands of hyperpigmentation. 
Observed with the loupe the pigment formed a sort of a network. 

The dopa reaction was decreased over the previous section, but it was much 
stronger than in the normal skin. In the dopa sections many of the positive cells 
showed short dendrites. All gradations between basal cells and those with short 
dendritic processes could be seen. With the silver section a number of dendritic 
cells were seen. They were all more like the ordinary basal cells with short 


processes. 
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The pigment appeared about the same as in the previous sections. All the 
basal layers contained pigment. It was mostly diffuse throughout the cell, but 
there was some capping and some was found in the overlying layers. Pigment 
was being cast off with the scales. 

There was a tremendous number of chromatophores, the most in the whole 


series of biopsies. 
With hemalaun-eosin, the epidermis still appeared to be widened, with a well 
developed stratum granulosum. The papilli were markedly flattened. The 


Fig. 7—Dopa reaction, frozen section, series 1, twenty-three days after 
exposure to thorium : Dopa-positive cells, with short stubby processes dopa 
reaction negative in the chromatophores of the cutis. Zeiss, ocular 10 X ; objec- 
tive D 40. 0.65, D 0.17. 


changes in the epidermis were found in scattered circumscribed areas. In one 
place they had a decided inflammatory character. The epidermis showed spongi- 
osis and infiltration of leukocytes and lymphocytes. The epithelial cells had been 
pulled apart by the edema; their nuclei and chromatin were but faintly stained. 
Next to such an area normal mitoses were occasionally found. Another equally 
circumscribed area showed basal cells with vacuolization, as has been described. 
Many of the cells show marked polymorphism and a few binuclear elements. 
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Immediately below such an area, a great number of chromatophores might be 
found in the cutis. Outside of these scattered areas of pathologic change there 
were no marked changes. The cutis showed especially in the region of pathologic 
change in the epidermis, a diffuse edema, an infiltration of lymphocytes and a few 
leukocytes. 

The elastica was normal. 

Summary of Series 1—Marked erythema appeared after twenty- 
four hours, which increased until the ninth day. After that it gradu- 
ally disappeared. On the twelfth day a tinge of brown was seen which 
was due not to new-formed pigment but to the concentration of the 
old pigment in the stratum corneum about to be cast off. From the 
fifteenth to the twenty-first day the increased browning was due to an 
actual formation of new pigment. 

The twenty-four and seventy-two hour sections showed a negative 
reaction.** On the ninth day the reaction was fairly strong and reached 
its high point on the tenth to the twelfth day. On the fifteenth day 
it decreased again and showed a continuous decrease from the twenty- 
third to the thirty-third day, but on the thirty-third day it was still 
much stronger than that of the normal skin examined. 

In the normal skin there were relatively few dendritic cells. The 
dopa revealed that most of the dopa-positive cells had the ordinary basal 
cell shape and only a few cells of cubic or very near the basal cell shape 
with short stubby processes could be seen. With the increased intens- 
ity of the dopa reaction an increased number of dendritic cells was 
found. At first those with short processes, with the body approaching 
the basal cell form, were in the majority (transition forms), but later, 
at the peak of the reaction on the tenth to the twelfth day, nearly every 
dopa-positive cell showed long slender processes (fig. 5). Only two 
or three dopa-positive cells with no dendrites and a few transitional 
forms were to be seen. With the silver reaction the number of den- 
dritic cells also was increased but less were seen than in the dopa sec- 
tions. With the decrease in the pigment-building activity, i. e., a 
decrease in the dopa reaction, the dendritic cells in both the dopa and 
the silver sections decreased, so that the large branched forms first 
disappeared, the transitional types were again increased and predom- 
inated and finally on the thirty-third day many dopa-positive cells with 
no dendrites were seen. 

There was a fairly well pigmented skin to start with, and at first 
the formed pigment was cast off. This was followed by a decreased 
pigment content until the twelfth day. On the fifteenth day the pig- 
ment content was on the increase and continued to increase until about 
the twenty-third day. On the thirty-third day, although the pigment 


23. While this may have been due to faulty technic, it does not seem likely, as 
there was an initial depression in series 2 also. 


| 

« 

: 


pue yO 
“Ul payseyy 
jo 
wstydiowsjod = uoneia 
:sisoisuods 


uoy 
urys jeu “SPA YUL 
03 dn PUB YUM May} JO apisyno JIATIS 9 40 ¢ 


skeq 

sas0yd ‘aansodxy 


# 
| 
| | 
= 
he. 
f 
| 
| 
| 
| 
| 
| 


salias 
ajoym 
ur saquinu 


¢ Asdoiwq 
ul SB 


yo yseo uredse 
Asdoiq ut 


se owes aq} ynoqy 


0} syods May UT 
ur se auirg 


yo ysero Buraq 
yeseq ul 

pasvasuy 


Asdoiq Ul se 


Jo 
Burq 


ou 


suo} 

fedop oy} WIM YON UOT 
OU YAM PUR sasse 


Buryouvsq ou 


Asdoiq ur sv ayy ynoqe 


ou tadevys jeseq 
YUM ¢ OF Z May sep 


Bid ysour ynq 


payoursq 
ABATIS 


gu 


ury) 
poor) 


Poor) 


purq 
peseq 
poor) 


uoy 


uon 


purq 
se suvadde 
peseq 
fuon 
poor) 


May 
puke 
‘stsorsuods jo 


ay) JO 
aouvsavad 
ayy jO Buypams sisouydd 


pasvaddesip sey omy 


suonsodoid 
jO jo sake] 


snapnu 


auo 
awos yo uon 
= 
-desip 
[je ur 
Jvapnuypnu 
Z wnsojnuess 
-sapida ur 


9 


> 
| | 
| 
| 
| 
| 
. 
| 
} 


SYPHILOLOGY 


OF DERMATOLOGY AND 


932 ARCHIVES 


content was about the same, the new-formed pigment was also begin- 
ning to be cast off with the scales. The first step in the mechanism of 
pigment building was the increase in the intensity of the dopa reacticn, 
which was evident about six days before the new-formed pigment 


attained any marked degree. 


The number of chromatophores increased from seventy-two hours 
to thirty-three days after the biopsy was taken. In the undamaged 
epidermis pigment was usually cast off with the scales. The greatest 
number of chromatophores was situated below the areas of greatest 

® pathologic change in the epidermis, and the formation of chromato- 
phores began with and was proportional to the epidermal changes. As 
the chromatophores remained in the cutis for a long time, the inability 
of the damaged epidermal cells to carry their pigment upward resulted 
in an increase in their number as time went on, forming a sort of 


tattooing. 
With hemalaun-eosin stain, no changes in the epidermis were seen 
in the twenty-four hour section. In the seventy-two hour section, how- 


ever, the epidermis, especially the stratum granulosum, was definitely 


widened. There were marked pathologic changes in the lower layers 


of stratum malpighii as well as in the basal cells, consisting of a spongi- 
osis resembling that seen in eczema, which in several places went on to 
‘segregation’ resembling that in Paget’s 


actual vesicle formation, of the 
disease and beginning nevus formation. ‘There were also cell changes 


characterized by hydropic degeneration and by polymorphism of the 
nuciei (fig. 4). On the ninth day the epidermis showed a distinct 
division into two layers: a compact younger and an upper older layer. 
The stratum granulosum had now reached the width of six or seven 
cells. The differentiation of the two layers had completely disappeared 
by the twelfth day; on the fifteenth day there were just a few scattered 
areas showing pathologic changes in the basal laver and stratum mal- 


pighii which resembled those described by Miescher ** at the time of 
the second wave of the roentgen reaction: spongiosis, intracellular 
edema, hydropic swelling of the nuclei, polymorphism, vacuolization 
and the appearance of multinuclear elements (fig. 6). By the twenty- 
third day, the epidermis in the section examined had practically returned 
to normal. The section taken on the thirty-third day still had a few 
areas in the basal layer and overlying stratum malpighii which showed 
spongiosis, polymorphism of the nuclei and a few multinuclear elements. 


In contradistinction to the epidermis, the cutis in the twenty-four 
hour section showed an acute inflammatory reaction consisting of vas- 


cular dilatation, small vessels filled with leukocytes and a polymorpho- 


24. Miescher, G.: Die Histologie der akuten R6ntgendermatitis, Arch. f. Der- 


mat. 148:540, 1925. 
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nuclear exudate. By the ninth day the leukocytes had _ practically 
disappeared and their place was taken by lymphocytes. Fibroblasts and 
endothelial cells showing more than one nucleus were seen. On the 
fifteenth day the exudate had further decreased and a few perivascular 
lymphocytic infiltrations were seen as well as a few fibroblasts and 
plasma cells. The cutis had returned to normal by the twenty-third 
day. On the thirty-third day, except for some cellular infiltration 
immediately below the area of pathologic change described, there was 


little seen. 


SERIES 2 

For the second series of studies on pigment a man, aged 58, with blue eyes, 
gray hair and a very light, relatively little pigmented skin, was chosen. He was 
being treated for syphilis of the central nervous system at that time. About 
the same region of skin was taken as in series 1 (below the spine of the lett 
scapula) with the difference that an area of 110 sq. cm. (much larger than in that 
in the first case) was exposed to 2,000 electrostatic units of thorium X. The same 
technic of covering with gutta-percha for twenty-four hours was employed. 

In the normal skin there was a weak dopa reaction. It consisted of the forma- 
tion of black granules of dopa melanin and a diffuse gray color of the cytoplasm. 
In many cases the dopa was strongest around the nucleus, and there was often an 
accumulation of granules (dopa melanin) at one or the other poles of the cell. 
Wherever the dopa melanin granules were found, they had the shape of but were 
somewhat larger than the ordinary pigment granules. They always showed a 
maximum intensity of blackness. One derived the distinct impression that they 
were probably at the site of pigment granules. 

The majority of the dopa-positive cells were the ordinary size and shape of 
basal cells and showed no dendrites. Some of the cells had short dendrites 
(transition forms). One cell with distinct dendrites was observed. With the 
silver reaction only three or four cells with short dendritic processes were seen. 

A moderate amount of pigment was seen in the basal cells, some in the 
directly overlying layers. 

No chromatophores were seen. 

Biopsy 1—Two days after the removal of the gutta-percha, macroscopic 
examination revealed a slight erythema. 

There was a weak dopa reaction in scattered basal cells, expressed mainly by 
the formation of dopa melanin granules or a light gray cytoplasmic reaction. 
There was about one dopa-positive cell to thirty basal cells. 

The dendritic cells appeared about the same as those in the normal skin. 
When there were cells with short dendritic processes, the cell outline and the 
dendrites were indicated by a string of dopa melanin granules along the periphery 
rather than by the diffuse cytoplasmic reaction. With the silver, no well defined 
dendritic cell could be seen. 

About one cell in twenty in the basal layer contained pigment, which was 
usually around the nucleus or formed a cap. Few of the overlying layers con- 
tain pigment. 

No chromatophores were seen. 

With hemalaun-eosin stain no marked changes were observed in the epidermis 
or the cutis. 

An elastica preparation appeared normal. 


Biopsy 2—Three days after the removal of the gutta-percha, the erythema was 
a deeper red than in the section previously observed. 
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The dopa reaction was much weaker than in the normal skin. It was indicated 
chiefly by the formations of black granules. The diffuse cytoplasmic reaction 
was almost absent. 

The number of dendritic cells was about the same as in the last section. They 
were indicated by the situation of dopa melanin granules at the periphery. No 
dendritic cells were seen with the silver reaction. 

There was no increased pigment content. No chromatophores were to be seen. 

With hemalaun-eosin stain, outside of a light degree of unrest of the epidermal 
cells, there was not much change to be seen. This unrest manifested itself in a 
light degree of polymorphism and in anomalies of position of the deeper layers 
of the epidermis. 

No changes were observed in the cutis. 

The elastica was normal. 

31opsy 3.—Ninety-six hours after the removal of the gutta-percha, the macro- 
scopic appearance was about the same as in the previous section, 

The increase in the dopa reaction is not manifested so much in the number as 
in the intensity of the individual cell reaction. The dopa-positive cells showed 
both the granular and the diffuse cytoplasmic reaction, which was especially 
marked in the dendritic forms. 

Many of the dopa-positive cells show short dendrites (transition forms). 
All gradations up to those with very large branching processes were seen. Only 
a few of the dopa-positive cells showed the ordinary basal cell form with no 
dendrites. The dendritic cells were brought out by the diffuse cytoplasmic reaction 
which linked the dopa melanin granules. In some instances there seemed to be 
definite anastamosis. With the silver reaction only a few dendritic forms could 
be seen, 

The pigment was about the same as in the previous sections. 

There were no chromatophores. 

With hemalaun-eosin stain areas were seen which showed changes consisting 
of large cell elements with polymorphism of the nuclei in the stratum malpighii; 
there was moderate intracellular edema, the nuclei being pushed to one side. A 
number of cells had from two to three nuclei. The unrest among the deeper 
layers of the epidermal cells was more marked than in the previous sections. 

No marked changes were seen in the cutis. The elastica was normal. 

Biopsy 4.—Seven days after the removal of the gutta-percha, macroscopic 
examination revealed increased erythema. 

More cells per field showed the dopa reaction and the intensity of the reaction 
in the cell was increased. The dopa reaction was not uniform, not only in 
adjacent cells—for one might show a total blackness and the cell next to it might 
contain a few black granules along the periphery—but in the intensity of the 
reaction in the same cell. The cytoplasmic reaction varied from a light gray to a 
deep black and often obscured the nucleus. As has been pointed out, the 
granular reaction always presented a maximum intensity of blackness, but the 
size of the dopa melanin granules varied. 

With the exception of five or six cells, all the dopa-positive cells showed marked 
dendritic formation, and among these, six transition forms were seen. About 
40 per cent of the basal cells showed dendrites.2° The dendritic cells were as a 


25. An attempt was made to count the number of dendritic cells per field in a 
Zeiss binocular microscope, ocular 12.5 and objective 40, and to compare them 
with the number of basal cells in a field of the same size. Frozen sections of 
about the same thickness were used; for the dendritic cells, dopa sections, and 


for the basal cells, hemalaun-eosin. 
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rule much larger than the basal cells and some of the irregularly oval forms were 
three or four times the size of the basal cells. Most of the dendritic cells showed 
the diffuse halo around the cell described by Miescher. Marked interlacing and 
communication of the processes could be observed. With the silver reaction, the 
dendritic cells were also somewhat increased as compared with the previous sec- 
tions, but the increase was not to be compared with that in the dopa reaction. 

The pigmentation was little increased over the previous sections. 

No chromatophores were found. 

Staining with hemalaun-eosin showed a narrow epidermis. The papillary line 
was normal, but somewhat flattened. The stratum granulosum was composed 
of two layers. The horny layer was thin. With the higher power there was 
striking irregularity in the size of the nuclei and in the appearance of large cell 
elements without cellular degeneration in the stratum malpighii and basal layers. 
No mitoses were seen. 

No marked changes were observed in the cutis. 

An elastica preparation appeared normal. 

Biopsy 5.—Nine days after the removal of the gutta-percha, macroscopic 
examination showed that the erythema had reached its high point; a diffuse 
bluish red color now appeared. 

The intensity of the dopa reaction was about the same as that in the previous 
sections. 

Nearly all the dopa-positive cells showed marked dendritic formation. About 
40 per cent of the basal cells showed dendrites. All the different types of 
dendritic forms were seen; from those in which the outline of cells and dendrites 
was just indicated by black dopa-melanin granules to the majority in which the 
diffuse cytoplasmic reaction from gray to black was observed. The majority of 
the cells showed long gnarled branches, some extending upward, others sending 
processes parallel to the epidermal cutis junction; they appeared larger than the 
basal cells, but there were some which were smaller. Those showing a weaker 
reaction and smaller dendrites approached more the basal cell form (transition 
form). A few cells could be seen which were the shape of ordinary basal cells 
and which had no dendrites. With the silver reaction, the number of dendritic 
cells was greatly increased over that of the previous silver section, but there 
were many nondendritic pigmented basal cells. 

There was a slight increase in pigment over the previous section. 

There were no chromatophores. 

With hemalaun-eosin stain the epidermis showed no marked difference from 
the previous section. 

In comparison with the previous section there was an increased cellular infiltra- 
tion in the papillary and subpapillary layers of the cutis, consisting mostly of 
lymphocytes and some leukocytes. There were some dilated blood vessels which 
were filled with leukocytes and lymphocytes. Some lymphocytic perivascular 
infiltration was also seen. There were no changes in the endothelial cells. 

The elastica was normal. 

Biopsy 6.—Thirteen days after the removal of the gutta-percha, the macro- 
scopic appearance of the section was about the same as before. 

The dopa reaction showed about the same intensity as in the previous sections. 

Nearly every dopa-positive cell was a dendritic cell. With the silver reaction 
there was a further increase of dendritic cells as compared with the last silver 
reactions which, on the whole, approached the number seen with the dopa reaction. 
In some fields nearly every pigment-containing basal cell showed dendrites. 
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Pigment was definitely increased over that in the previous section. It was 
seen not only in the basal cells, but in the overlying layers in places up to the 
stratum corneum. 

No chromatophores were seen. 

Staining with hemalaun-eosin revealed marked changes in the epidermis as 
compared with the previous sections. The epidermis was narrow and consisted of 
two or three layers of basal and malpighian cells. The stratum granulosum was 
much widened, consisting of from three to five layers. The marked polymorphism 
which was beginning in the previous layer was here more striking. Many of the 
cells showed hydropic swelling and some of the cells showed complete vacuoliza- 
tion. There was an outspoken intracellular edema. In several places the epidermis 
consisted of only one row of cells and a two cell layer of stratum granulosum. 
The nuclei of the cells were pale, sometimes greatly increased in size, sometimes 
shrunken and pyknotic; they lay in vacuoles. Here and there two-celled elements 
were found. In one place there was a normal mitotic figure. The cells of the 
stratum granulosum were rich in karatohyalin granules, but were otherwise 
normal, The horny layer contained no inclusions. 

The changes in the cutis were not marked. Here and there few leukocytes 
were seen in the capillaries. However, directly below the epidermis there were 
fibroblasts which contained more than one nucleus; one with four nuclei resembled 
a morula. The elastica was normal. 

Biopsy 7.—Twenty days after the removal of the gutta-percha, a light 
erythema, with a distinct brownish tinge and fine scale formation, was seen. 

The dopa reaction showed about the same degree of intensity as that in the 
previous section. 

Nearly all the dopa-positive cells showed large branching dendrites, but a 
number of transition forms were seen, as well as cells having the shape of basal 
cells. There were eleven dendritic cells per field (high power field described in 
footnote 25). With the silver reaction there were still a great many dendritic 
cells, but less than with the dopa reaction. 

Pigmentation was increased over the previous section, not only in the basal 
cells but in the overlying layer; in many places it extended to and included the 
stratum corneum. It was being cast off with scales. 

Many chromatophores were seen. 

With hemalaun-eosin, a marked thinning of the epidermis was observed. 
There were scattered areas of reparatory regeneration where it was already fairly 
well widened. The horny layer was well developed. The thin parts consisted of 
several layers of stratum granulosum lying over large hydropic swollen edema- 
tous cells, among which were seen multinuclear elements. Between such changed 
cells, however, were found normal mitoses, probably an indication of beginning 
repair. In the areas of the widened epidermis the cells seemed normal, with a 
well developed basal layer the nuclei of which were chromatin-rich and showed 
mitotic figures. Such areas consisted of a stratum granulosum of four or five 

layers and several layers of malpighian cells. At the edge of the thin areas, the 
mitotic figures were somewhat increased. In one place there was seen the 
formation of a body like a corps-ronds. Many perivascular lymphocytic infiltra- 
tions were observed in the cutis. The fibroblasts were increased in the subepi- 
thelial layers. Some of these fibroblasts were very large and contained several 
nuclei. No marked changes were observed in the capillaries. 

The elastica was normal. 

Biopsy 8.—Forty-nine days after removal of the gutta-percha, macroscopic 
examination showed a well marked brownish tinge, somewhat spotted hyperpig- 
mentation and no background of erythema. 
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A fairly good dopa reaction was obtained; it was much less than the previous 
section, but much greater than the normal. There were about eight dopa-positive 
cells per high power field. 

In this section especially were seen a number of dopa-positive cells which 
had the ordinary basal cell shape with no dendrites. There was a great number 
of transition forms up to cells which showed the most bizarre shape, with great 
gnarled dendrites. Those cells especially were decreased. The largest number 
of cells with dendritic form per high power field was 5. With the silver reaction 
there were relatively few dendritic cells per sect:_n. Here, too, transition forms 
were seen. 

Pigment was decreased; it was still being cast off with the scales. 

A moderate number of chromatophores were seen, but they were much 
decreased in comparison with the previous section. 

With hemalaun-eosin stain the epidermis on the whole was found to be rather 
thin; it was about the same as that of the normal skin and what was to be 
expected in this area in an old man. The basal layer and the overlying cells 
showed no marked changes. Only here and there were large cell elements. The 
stratum granulosum was again reduced to one or two layers. Cells with two 
nuclei were found. 

The cutis had apparently returned to normal. The infiltrations had disap- 

peared; the number of fibroblasts was reduced, and no pathologic elements were 
to be seen. 
The elastica was normal. 
Summary of Series 2.—A iter twenty-four hours there was mod- 
erate erythema which gradually increased to its high point on the ninth 
day; after that a gradual decrease occurred. Although new pigment 
was being formed after the ninth day, no hyperpigmentation was evi- 
dent macroscopically until the twentieth day. On the forty-ninth day, 
there was still evident hyperpigmentation. 

The normal skin showed one dopa-positive cell to about thirty basal 
cells. The forty-eight hour section showed no changes, but at the end 
of seventy-two hours there was a depression in the dopa reaction, not 
so much in the number of cells showing a positive reaction as in the 
intensity of the reaction in the individual cell. After ninety-six hours 
it began to increase until it reached its peak from the ninth to the twen- 
tieth day. On the forty-ninth day, it was still much stronger than in 
the normal skin. In the forty-six hour section the increase was indi- 
cated by a granular reaction, but at the peak a diffuse evtoplasmic reac- 
tion was obtained which sometimes went beyond the borders of the 
cell, forming a halo. 

In the normal skin there were very few dendritic cells. The dopa 
reaction was in cells of ordinary basal cell form or in those with short 
dendritic processes (transition forms). With the increase in the inten- 
sity of the dopa reaction there was a concomitant increase in the den- 
dritic cells. In the ninety-six hour section there was at first an increased 
number of transition forms, but all gradations up to those with well 
formed dendrites were seen. From the seventh to the twentieth day, 
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nearly all the dopa-positive cells had well formed dendrites. A count 

taken on the seventh day revealed that about 40 per cent of the basal 
cells showed dendrites; on the ninth day they were about the same, 
while on the twentieth day the number of dopa-positive dendritic cells 
had dropped to about 20 per cent of the basal cells. On the forty-ninth 
day, there are again seen a number of fairly strong dopa-positive cells 
showing no dendrites, many cells with short stubby processes (transi- 
tion forms) and only a few cells with large dendrites. With the silver 
reaction the number of dendritic cells was increased much later than 
with the dopa. On the seventh day, when the number was but little 
increased, the dopa reaction had already reached its peak and the num- 
ber of dendritic cells seen with the dopa reaction was already about 
40 per cent of the basal cells. There was an increase until the thir- 
teenth day, when the number seen with the silver reaction was practi- 
cally equivalent to that seen with the dopa reaction. With the decrease 
in the pigment activity there was a coincident decrease of the dendritic 
cells seen with both the dopa and the silver reactions, but that observed 
with the silver reaction in the subsequent sections was always much 
less than with the dopa reaction. On the forty-ninth day, when only 
a few dendritic cells were revealed with the silver nitrate reaction, with 
the dopa reaction about five dendritic cells (short and long processes ) 
per field were found—10 per cent of the basal cells. The entire num- 
ber of dopa-positive cells in the same field was 8. The peak of 
dendritic cell numbers, therefore, seen with the silver reaction was 
reached on the thirteenth day and was already on the decline when the 
height of the pigmentation was reached (twentieth day). 

It is clearly seen from the graphic representation of series 2 (fig. 8) 
that while the dopa reaction began to increase at ninety-six hours and 
had reached its peak on the seventh day, there was a gradual increase 
in pigmentation from the seventh to the twentieth day; i. e., there was 
an increase in the dopa oxydase before visible pigment was built and 
that was the first evident step in pigment formation. On the twentieth 
day the newly formed pigment was being cast off with the scales. On 
the forty-ninth day, while the pigment content was decreased as com- 
pared with the previous section, it was still much greater than that of 
the normal skin. 

Not until the twentieth day were any chromatophores found in the 
cutis. This was about the time that marked changes were first observed 
in the epidermis. From that time on there was a decrease to the forty- 
ninth day, coinciding with the return of the epidermal changes to normal. 

Until the thirteenth day there were very few changes except for 
some pleomorphism of the nuclei and the appearance of large cells. A 
few multinuclear elements and some intracellular edema were also seen 
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in scattered areas. On the thirteenth day, however, marked changes 
were seen. The stratum granulosum was greatly widened. Many of 
the cells of the stratum malpighii and the basal layer showed hydropic 
swelling, polymorphism of the nuclei and multinuclear elements. There 
was some degree of spongiosis and a number of the nuclei showed vacu- 
ole formation. The twenty day section showed thinned areas of epi- 
dermis as well as portions which showed regeneration. In the thin 
areas there were still seen large swollen cells as well as multinuclear 
elements. By the forty-ninth day the epidermis had returned to normal 
except for a few binuclear elements in the stratum granulosum. 

Not until the ninth day was a cellular infiltration seen in papillary 
and subpapillary lavers of the cutis; this consisted mostly of lympho- 
cytes. On the twelfth day, fibroblasts containing more than one nucleus 
were seen directly below the epidermis. The changes continued through 
the twentieth day, except that then perivascular infiltrations with 
lymphocytes were seen. By the forty-ninth day, there was a return to 
normal. 

COMMENT 

The appearance of the erythema after twenty-four hours or perhaps 
earlier makes the thorium X reaction resemble that following exposure 
to light. It could not be judged from the experimental conditions in 
series 1 and 2 whether the erythema had already been present before 
the removal of the gutta percha, i. e., before twenty-four hours. It 
differed from the light erythema in that there was a gradual increase in 
degree until the ninth day, when the erythema due to light would ordi- 
narily have disappeared. In this respect it resembled more the roentgen 
reaction, but here too it disappeared sooner. In order to see whether 
the thorium X reaction has a wavelike character, as described by 
Miescher ** for roentgen dermatitis, a great number of reactions on 
different persons over a longer period of time (forty days) would have 
to be studied. 

In series 1, a pseudohyperpigmentation was obtained at first, owing 
to the fact that the skin was well pigmented to start with, and the 
concentration of the old pigment about to be cast off in the stratum 
corneum gave macroscopically a picture that was not to be distinguished 
from actual hyperpigmentation. In the second series, in which the 
skin was poorly pigmented to start with, this primary casting off of 
pigment was not observed; not until the twentieth day was any hyper- 
pigmentation observed macroscopically at the time when enough new 
pigment had already been formed. The pigmentation visible on the 
forty-ninth day was due to a combination of epidermal and chromato- 
phoric pigment. It is thus seen that the pigment content, i. e., the actual 
formation of epidermal pigment, is very difficult to judge from macro- 
scopic hyperpigmentation. 
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The pathologic changes in series 2 greatly resembled those seen 
following roentgen treatment; i. e., little change for the first few days, 
with an absence of mitoses; in the course of the second week there 
were an increased unrest in the epidermal cells, hydropic swelling of the 
nuclei, appearance of multinuclear forms and finally regeneration (fig. 
6). In comparison with the roentgen reaction, the maximal intensity 
from the thirteenth 


of the changes in this series was reached earlier 
to the twentieth day—corresponding about to the period of Miescher’s *4 
second: wave. 

Miescher *4 was able to show that acute roentgen dermatitis was 
often seen as a series of waves, usually three, which either showed 
distinct intervals between each wave or were more confluent. These 
waves appeared in the first, third and sixth week, respectively, with the 
maximum histologic changes at the time of the third wave. 

In series 1 there was added to the reaction described, a more acute 
primary one which did not resemble Miescher’s first wave. It was 
much more acute and showed much greater changes in the epidermis, 
more like those seen in the reaction to light (fig. +). In the first few 
days, the changes following roentgen treatment are more like those 
found in series 2, showing the most pronounced changes in the cutis, 
with leukocytic infiltrations, and lymphocytic mantles around the blood 
vessels and hair follicles. In both series there was noted what had 
already been pointed out by Miescher,** that for both the thorium X 
and the roentgen dermatitis, the appearance of multinuclear cells played 
an important role in the histologic picture (fig. 5). 

Lomholt *° also found that after exposure to thorium X there were 
very few changes in the first few days. In his studies the maximum 
was reached in from eleven to fourteen days and by the fifth week had 
completely disappeared. The difference between series 1 and 2 was 
probably due to the greater doses per square centimeter in the former. 
A special individual extraneous factor may also have played a role in 
series 1, as Lomholt failed to get the primary acute reaction, even after 
large dosage. 

In both series 1 and 2 after a primary depression there was a rapid 
increase to a maximum, which was maintained for a time and which 
was followed by a gradual drop. From the thirty-third to the forty- 
ninth day, the reaction was still much stronger than normal (fig. 8). 
The more marked and earlier depression in series 1 was due to the 
greater dose of thorium X per square centimeter, with a resulting earlier 
and more marked pathologic change in the epidermis. So far as could 
be judged from the number and time of the excisions, the curve of the 


26. Lomholt, Svend: On the Employment of Radio-Active Matter in Solution, 
Acta radiol. 2:437, 1923. 
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dopa reaction after its initial rise did not present a rhythmic, wavelike 
curve. Steiner-Wourlisch ** was able to show that the dopa reaction 
in normal pigment formation in the gray house mouse from beginning 
embryologic pigment formation to twenty days of its postuterine life 
showed a rhythmic wavelike course. 

While the difference in the dopa curve in my series as compared 
with that of Steiner-Wourlisch may have been due to the lack of suffi- 
cient excisions, so that the troughs of the waves were missed, it seems 
unlikely from the general character of the curve in both series. It is 
more likely that the difference was due to the different stimuli which 
called forth the pigmentation; in the one a physiologic stimulus closely 
bound up with growth development, and in the other a stimulus from 
without (radiant energy) with pathologic and regenerative changes. 

The increased dopa reaction shows what has been pointed out so 
many times by Bloch and his coworkers: that there is an increased dopa 
reaction as a necessary accompaniment of all hyperpigmentations. It is 
seen that the dopa reaction becomes strongly positive before there is an 
increase in pigmentation, and is the first evident step in the mechanism 
of pigment formation. The last has been pointed out by Bloch? and 
Miescher ** in embryonic and adult human skin, and in the higher ani- 
mals by Bloch,’ Miescher,?* Steiner-Wourlisch,?* Lutz,** Peck *° and 
Widmer.** 

The increased dopa reaction first expressed itself in the formation 
of granules which had the shape of, but were a little larger in size than, 
ordinary pigment granules. With the further increase in the oxydase, 
there was a diffuse cytoplasmic reaction from a light gray ta a deep 
black. Cells showing a very strong reaction sometimes showed a diffu- 
sion beyond the cell boundary, forming a sort of halo. 

The diffuse reaction sometimes showed various degrees of intensity 
in the same cell. The dopa reaction varied in adjacent cells; next to a 
cell or a group of cells which were strongly positive were found those 
having only a weak or a negative reaction. As Bloch’ pointed out, the 
reaction is intermittent and varies in intensity not only in adjacent cells 
at the same time, but in the same cell at different times. The number 


27. Steiner-Wourlisch, A.: Das melanotische Pigment der Haut bei der grauen 
Hausmaus, Ztschr. f. Zellforsch. u. mikroskopische Anat. 1:453, 1925. 


28. Miescher, G.: Die Pigmentgense im Auge nebst Bemerkungen tiber die 
Natur des Pigmentkerns, Arch. f. mikr. Anat. 97:326, 1922. 
29. Lutz, W.: Zur Kenntnis der biologischen Wirkung der Strahlen auf die 


Haut mit spezieller Beriicksichtigung der Pigmentbildung, Arch. f. Dermat. 124: 
233, 1917. 

30. Peck, S. M.: Zur Pigmentgense in der Haut und den Haaren von 
Kaninchen, Arch. f. Dermat. 157:234, 1929. 

31. Widmer, H.: Krititsche und experimentelle Studien iiber die Pigmentierung 
des Integuments, Deutsche Ges. f. Ziichtungskunde, 1923. 
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of cells giving a dopa reaction at any one time depends on their state 
of pigment function. 

With the increase in the intensity of the dopa reaction, there was a 
coincident increase in the number of dopa-positive dendritic cells, until 
at the maximum of the reaction nearly every dopa-positive cell showed 
a dendritic form. In the first series, the increase in the dendritic cells 
seen with the silver reaction ran almost parallel to the increase with 
the dopa reaction, but there was always less seen with the former. In 
the second series, however, when the number of dendritic cells in the 
dopa sections had already increased to about 40 per cent of the basal 
cells, the number of dendritic cells seen in the silver nitrate sections 
was not increased much—from the fourth to the seventh day (fig. 8). 
This points out what was said in the introduction about the importance 
of the method in the demonstration of the dendritic cell. The reason 
for this can be understood when one considers that the dopa method 
indicates the presence of the oxydase, which is first increased before 
the pigment is formed. 

It is not the cell with the greatest amount of pigment which most 
often has the dendritic shape. On the ninth day in series 1, the den- 
dritic cell with its processes was often just outlined by a string of 
pigment granules along its periphery, while an adjacent cell containing 
much more pigment had no dendrites (silver reaction). ‘This may per- 
haps be comparable to the streaming of pigment in melanoblasts of lower 
animals, in which one actually can see that the pigment is at first con- 
centrated in the center of the cell (“Ballung”), and that with the 
streaming of the cytoplasm the pigment is taken toward the periphery 
and, becoming arranged along the edge of the cell, allows its dendrites 
to become visible. 

The shape of both a dendritic cell and its dendrites is dependent 
on the content of pigment or oxydase, according to the method used 
for its demonstration. The form and structure of the processes are 
best seen in frozen sections because of the greater thickness which pro- 
vides a possibility of seeing more of the cell and its dendrites, since 
they are given off from different planes, and twist and turn. In the 
paraffin sections the decreased thickness as well as the shrinkage of 
embedding gives a somewhat distorted picture. With the silver reac- 
tion not only the existent pigment granules are brought out more dis- 
tinctly, especially the very fine ones which are almost invisible, but 
perhaps propigments as well. Especially with the dopa reaction are 
good pictures of dendritic cells obtained. By means of the diffuse 
reaction, the cytoplasm of the dendritic cell is made visible, 1. e., cyto- 
plasm impregnated with oxydase, so that in those cells showing a halo 
extending beyond the borders of the cell, a true picture of the form of 
the cell is probably obtained at that time. 
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An interesting fact is brought out with great clarity in the sections 
just described which has been pointed out by Bloch! and other investi- 
gators of pigment who have used the dopa method. At the time when 
there is still very little formed melanin to be found in the cells, with the 
dopa reaction one sees a great number of well formed dendritic cells 
(fig. 8). When those cell forms are looked for in sections treated with 
hemalaun and eosin or silver nitrate, even when the sections are taken 
from the same piece of skin, they cannot be found. Only the ordinary 
cubic basal cells without processes are to be seen. This remarkable 
observation which has hitherto received little attention can only be 
explained by the fact that the protoplasm of the dendrites and even 
of parts of the cell itself reacts quite differently to the ordinary cyto- 
plasmic stains than does that of the ordinary basal cells. This changed 
cytoplasm does not take any of the ordinary stains and therefore cannot 
he made visible. There is only one chemical property of the dendrites 
that is known at that time: They contain dopa oxydase. This fact 
explains why the cells present an entirely different appearance with 
dopa than with the ordinary staining methods. 

At a later period, when a great deal of melanin is present, the same 
dendritic forms can be seen because of their content of pigment granules 
hoth in native sections or, better, in preparations treated with silver 
nitrate. It would be of great interest and importance if a staining 
method could be developed that would make visible these dendrites and 
the changed cell body. Such a method would perhaps change the entire 
conception of the anatomy of the epidermis. 

At present it is impossible to say whether in the process of pigment 
formation dendrites are newly formed or whether every normal basal 
cell has dendrites that are made visible only through their content of 
oxydase or pigment. 

That the cytoplasm of dendritic cells is different from that of the 
ordinary basal cells is seen in the lack of fibrillation in the former. 

The greatest number of dendritic cells in both series coincided not 
with the period of greatest pigmentation but with the time of greatest 
at the height of the dopa reaction. At the time 


pigment production 
when the greatest amount of melanin was found, pigment building was 
already on the decrease and with it the number of dendritic cells seen. 
It is thus clearly understood why one often finds relatively few den- 
dritic cells in heavily pigmented sections. While it is true that adjacent 
pigmented cells can obstruct the visibility, I believe that the relatively 
few dendritic cells seen means that the pigment production is on the 
decrease and that the increased pigmentation is the end-result of a pre- 
viously active pigment formation. 

In the normal skin and in the early stages of both series a positive 
dopa reaction was obtained mostly in cells of ordinary basal shape or 
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in those of cubical form with short processes. Only a few well formed 
dendritic cells were seen. With the increase in the intensity of the 
dopa reaction we got fewer basal cell forms, more transitional forms 
and more well formed dendritic cells. Finally, at the peak of the 
reaction, all dopa-positive cells with the exception of five or six in a 
preparation had distinct dendrites. The dendritic cells reached a per- 
centage as high as 40 per cent of the basal cells. With the decrease 
in the intensity of the dopa reaction the reverse was again true. At 
first the large branching dendritic forms were decreased and again 
transitional forms began to appear; finally many basal cells without 
dendrites were seen. 

Two points must be brought out here: 

1. At the beginning of the series, it was usually the cell with a weak 
dopa reaction which showed no dendrites, or better said, the dendritic 
cells had a much stronger reaction, but in the sections examined from 
the twentieth to the forty-ninth day, on the decrease of the dopa reac- 
tions many of the dopa-positive basal cell forms gave just as strong a 
reaction as did the dendritic cells. 

2. During the height of the reaction, the basal cell forms as well 
as the transition forms did not show as intense a reaction as the den- 
dritic cells. 

In the first series the skin observed was fairly well pigmented to 
start with. Qn the third day the old pigment was beginning to be cast 
off. As a first step, it was being concentrated in the stratum corneum. 
From the third to the ninth day there was an actual decrease in the pig- 
ment content of the epidermis because of this casting off of the old 
formed melanin. With the increase in pigmentation the pigment was 
first increased in the basal cells, then it was carried upward in the over- 
lying layers, and finally the newly formed pigment was also cast off 
with the scales. The same held through for the second series except 
that, because the skin was relatively poor in pigment, the primary casting 
off of the old pigment was not in evidence. 

The chromatophores never showed a positive dopa reaction. This 
is in accord with their role of phagocytors not builders of pigment. In 
series 1 there was a steady increase of chromatophores in the cutis which 
went hand in hand with the degree of pathologic change in the epidermis. 
The greatest accumulations were often seen directly under the areas of 
most marked change. Miescher ** has shown that certain injuries to 
the pigment-containing epidermal cells, especially after the application 


of x-rays, tar, arsenic, etc., cause the damaged cells to give up some 


32. Miescher, G.: 
Dermat. 139:313, 1922. 
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of their pigment to the cutis where it is phagocyted by the chromato- 
phores. This leads to a sort of tattooing which may last for months.*° 

In series 1 marked histologic changes in the epidermis were found 
on the third day. These changes continued until the thirty-third day ; 
as the pigment continued to be formed, it was continually dropping 
down from the injured cells, so that an increasing number of chromato- 
phores were observed. In the second series the relatively smaller num- 
ber of chromatophores and their late appearance coincided with the 
difference in the intensity and time of the pathologic changes in the 
two series studied. It is thus seen that the contention of Miescher ** 
that the normal mechanism of transportation of pigment consists in its 
being cast off with the scales, is supported. The chromatophores play 
only a secondary role in this process, proportional to the degree of 
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Fig. 8.—Graphic analysis of the processes of pigmentation in series 1 and 2. 
The figures in the abscissa represent the number of days after exposure to 
thorium X. 


pathologic change in the epidermis. An analogous mechanism for the 
carrying away of epidermal pigment has been shown by Peck *” in 
gray rabbits. 

The only function of the dendritic cell which is now commonly 
accepted is its melanoblastic function. This conception is supported 
by the facts (a) that they usually contain pigment and even in poorly 
pigmented areas, such as mucous membrane, they may be the only cells 
which contain pigment ; often even in well pigmented areas they contain 
more melanin than do nondendritic cells; (>) that they all give a positive 


33. An area of hyperpigmentation on my own arm following the application 
of thorium X remained visible for over a year. 


. 
(| 
le 
IS 
cl 
2 
| 
] 
I 
| 
fA 
2 330 as 20 os 
——lecree cz ion 
ing, 


948 ARCHIVES OF 


DERMATOLOGY AND SYPHILOLOGY 


dopa reaction at the time of pigment formation; (c) that the number 
of dendritic cells increases with increased pigment formation and 
decreases with the lessening of pigment-building activity. 

Meirowsky also found that in the same skin area, after exposure 
to Finsen light, the dendritic cells were increased at the time of pigment 
formation and decreased after its abeyance. 

Recently two interesting theories have been promulgated by Masson, 
which have been accepted and supported by other French authors. 

In his first theory Masson ® described a “trophomelanic” network 
(réseau trophomeélanique) in which the dendritic cells are something 
apart from the rest of the epidermis. They are a link in a network 
which is a peripheral extension of the reticulo-endothelial system, linking 
the vascular endothelium with the epidermis. Only the dendritic cells 
(called by Masson *° and Pautrier, Lévy and Diss,'* Langerhans cells) 
build pigment. On the one hand they receive propigment from the 
dermis, form melanin and pass on this formed melanotic pigment to 
the other epidermal cells. In the same manner they take pigment from 
the epidermal cells and pass it down to the chromatophores of the cutis 
which in turn carry it to the blood vessels. Besides propigments there 
are other important metabolic exchanges between the cutis and epidermis 
through the medium of the dendritic cells. Mariani “* also expressed 
the belief that the dendritic cells communicate with one another and 
have a nutritive function. 

Masson’s ° theory for the human epidermis was influenced by the 
older studies of Borel *’ on invertebrates and lower vertebrates, espe- 
cially alytes, in which he describes a syncytium of cells extending through 
all the embryonic layers by means of cells united in a common function 
and terminating in a layer in the epidermis which has a pigmentary 
and nutritive functions The counterpart of this system in man has not 
been seen. His theory is mainly based, however, on his observations 
in a case of xanthoma, in which he saw sudanophil granules in the 
endothelial cells, connective tissue cells (xanthoma cells) and basal cells, 
while the intercellular tissue remained free. He described Langerhans’ 
cells (dendritic cells) which were filled with esters of cholesterol and 
fat which, he concluded they drained from the cells of the papillary layer. 

Pautrier and his collaborators,'* in support of the work of Masson, 
brought forward their observations in three cases of xanthoma, and by 

the experimental “injections of fat’ in cases of xanthoma as well as 
observations in Schamberg’s disease. They maintained that they had 


34. Mariani, G.: Sulle cellule melanoblastiche e sulla origino pirrolica del 
pigmenti cutaneo (melnina), Gior. ital. di dermat. e sifil. 66:575, 1925. 

35. Borel, A.: Reseau fondémental pigmentaire chez Alytis abstétricans et 
apparition des cellules pigmentaires, Compt. rend. Soc. de biol. 75:139 and 211, 
1913. 
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demonstrated from their sections that beside a pigment exchange there 
was an exchange of cholesterol esters and fats as well as hemosiderin 
between the cutis and epidermis by means of this trophomelanotic net- 
work, especially through. the medium of the dendritic cells. They too 
expressed the belief that only the dendritic cells build pigment. 

It can be seen from the studies just completed, that the dendritic 
cells send their processes between the other epidermal cells, but neither 
in my own sections nor in the work of Bloch,’ Miescher,’ Becker * and 
others have they been seen to send processes into the cutis. Where 
they have apparently done so, serially cut sections have shown that these 
are artefacts. On the whole, it can be said with certainty that in the 
hundreds of sections studied by Bloch and his pupils in all sorts of 
In the few sections where they seemed to do so, it could be proved that 
it was only an apparent dipping, due to the angle of cutting, ete. 

It cannot be concluded from a morphologic picture alone, such as 
dendritic processes passing near basal or other epidermal cells, that 
there is a transportation from one cell to another by this means. It 
is unlikely that formed granules can pass through cell membranes of 
epidermal cells from the cutis to the epidermis or from epidermal cell 
to epidermal cell under normal physiologic conditions. It is a well 
known observation that great quantities of vital dyes, such as trypan 
or pyrrol blue may be injected into animals so that the whole reticulo- 
endothelial apparatus is filled to overflowing, yet the epidermis remains 
unstained. It is not necessary to assume that nondendritic cells are 
incapable of forming pigment, because they too give a positive dopa 
reaction and thus contain the pigment-building oxydase and are true 
melanoblasts. Therefore it can be seen that pigment building is autoch- 
thonous in the ordinary basal cell and one does not have to conceive 
that their pigment is passed to them by the dendritic cells. Further- 
more, Bloch ** recently described a pigmented epithelioma which showed 
no dendritic cells in spite of great pigment production. 

While it is true that the presence of sudan-staining granules can 
sometimes be found in the epidermal cells in cases of xanthoma, one is 
not warranted from such observations in pathologic cases to draw con- 


clusions about such important physiologic functions as have been assumed 
by Masson ® and Pautrier.’* I had the opportunity of studying such a 
case recently in which the basal cells, the intercellulary spaces and some 
of the overlying cells contained sudan-positive bodies; however, there 
were no dendritic cell pictures to be seen in my sections as the authors 
mentioned have described. There is here most likely an overwhelming 


36. Bloch, B.: Ueber benigne, nicht naevoide Melanoepitheliome der Haut 
nebst Bemerkungen tiber das Wesen und die Genese der Dentritenzellen, Arch. f. 
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amount of cholesterol and cholesterol esters in the tissues which are 
imbibed by the pathologically changed cell membranes of the epidermal 
cell and are probably present in intracellular solution. Only with the 
sudan stain do they then assume the form of droplets. 

It has been shown by Miescher ** that injections of substances such as 
melanin blood pigment, cinnobar and india ink into the cutis do not cause 
them to be taken up by the epidermal cells or the other epidermal ele- 
ments. In a few instances, in which the injected substances were found in 
the overlying epidermal cells, there was always a demonstrable injury of 
the stained epidermal elements. After injections of large amounts of 
substances intracutaneously or even subcutaneously, so that there is a 
high local pressure, some of the basal cells directly overlying the area 
of injection may be found to contain the injected substance, as I have 
seen in my own experiments. It is obvious, however, that no conclusions 
about normal epidermodermal exchanges can be drawn from such experi- 
mental conditions. It must be borne in mind that the point of view 
of both Masson ® and Pautrier '* is an interpretation of their observa- 
tions. An actual transfer of substances from one cell to another, of 
course, has not been seen. 

In a later publication, Masson '’ modified his first theory and 
advanced a new one. ‘This second theory is based on studies with 
complicated and special staining methods developed by him. The inter- 
pretation of his slides depends on the differences in color which the 
various tissue elements assume. 

He considered the dendritic cells, in contradistinction to the ordinary 
epidermal cells, as elements of nervous nature and origin. He brought 
them into a close relationship with the nervous elements of the cutis 
and epidermis, and furthermore he derived from them the nevus cell. 
In this later theory he reiterated his belief that only the dendritic cells 
build pigment. 

This interesting theory, if it could be proved, would explain the 
peculiar form of the dendritic cell, which sets it so much apart from 
the rest of the epidermis. It would also explain the peculiar form and 
behavior of the nevus cells. Caudiére,’* with Masson,’ also believed 
that only the dendritic cells build pigment. 

It is evident that Masson was influenced in the foundation of his 
latest theory by his conception of the Langerhans cells, which are 
considered by all investigators, and justly so, as nervous elements of 
the epidermis. He, however, identified them with the dendritic cells. 

The important and difficult problem which Masson attempted to 
clear up by his second theory, it seems to be cannot be solved by purely 
morphologic tinctorial methods. To prove such a point of view, embryo- 
logic studies are necessary. 
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A great deal of confusion has arisen because of the use of the term 
Langerhans’ cells in speaking of the dendritic cells. Leaving aside the 
question of the nervous origin of dendritic cells they should not be 
confused with the elements described by Langerhans. These structures 
are epidermal nerve element cells or endings and are not melanoblasts. 
In contradistinction to dendritic cells, they are situated in the higher 
lavers of the epidermis; they do not give a positive dopa reaction and 
they contain no melanin (fig. 3). 

The Langerhans cells are usually difficult to demonstrate except by 
complicated gold impregnation methods and they have also been 
described by Kreibich ** with the “Rongalitweiss” method. Bloch,’ by 
a modification of the original gold method of Langerhans, has obtained 
some interesting pictures of these cells. It is bevond the scope of this 
paper to go into a detailed discussion of this subject. I shall point out 
only that Bloch ** recently showed that in vitiligo, in which there are no 
melanoblasts, Langerhans’ cells could be seen in the upper layers of 
the epidermis.** 

While there is no question about the melanoblastic function of the 
dendritic cells, even among the supporters of this theory the question 
of genesis is still widely discussed. The theory of genesis can be divided 
into two main groups: 

1. The dendritic cells are of mesodermal origin; they wander up 
into the epidermis in fetal life and in the postembryonal period form 
with the ectodermally derived epidermal cells an inextricable whole.** 

The foregoing theory is based on the fact that the melanophores of 
the cold-blooded animals, which resemble the dendritic cells, are of 
mesodermal origin. They are said to be capable of wandering into 
the epidermis and functioning there. Hortega '*’ maintained that in his 
embryologic studies on rabbit ears, he saw the mesodermally derived 
melanoblasts of dendritic and nondendritic form similarly wander up 
into the epidermis and hair follicles and become integral parts of these 
structures. He concluded from these studies that the dendritic cells in 
the higher vertebrates are of mesodermal origin. Only these meso- 
dermally derived elements have melanoblastic function. 

The observations of del Rio-Hortéga are interesting but are not in 
accord with the embryologic studies of other investigators in the higher 
vertebrates, including man. In studies not yet published on embryologic 
pigment formation in gray rabbits (in the race of rabbits which I have 
studied), the dendritic cells were first seen in the epidermis and in the 


37. Kreibich, C.: Die Hautnerven, Arch. f. Dermat. 154:329, 1928. 

38. Personal communication, not as yet published. 

39. A more detailed discussion of this problem will be found in Bloch: Das 
Pigment, Handbuch der Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 
1927, vol. 1. 
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epidermal parts of the hairs in the 85 mm. embryo, while there was no 
pigment in the cutis. In the snouts of newly born dogs, pigmented cells 
are found within the layer of the rete maipighii, while no pigmented cells 
appear outside of the epithelial layers (Wieting and Hamdi*’). In 
man, also from earliest embryonal life, dendritic cells are seen only 
with the beginning of pigmentation at the place where pigment is formed, 
while the mesoderm contains no pigment at all (Wieting and Hamdi,*’ 
Adachi,*® Bloch * and Dawson *'). 


It is well known that melanoblasts of mesodermal origin exist, as 
for instance in the blue nevus in man and in the cutaneous melanoblasts 
of the monkey, the gray house mouse and the negro fowl. The meso- 
dermal and ectodermal dendritic cells (melanoblasts), however, differ 
in form and location from one another and they never communicate. 
These mesodermal melanoblasts are akin to those which play an impor- 
tant role in cold-blooded animals. 

Steiner-Wourlisch ** studied the embryologic development of these 
two types of melanoblasts in the gray house mouse. Not only did she 
fail to see dendritic cells wandering up into the epidermis, but the two 
systems of dendritic cells, epidermal and mesodermal, developed inde- 
pendently and showed no communication with each other. 

As dendritic ceils increase in number in so many processes of hyper- 
pigmentation, one should observe mitotic forms if the origin were inde- 
pendent of the other epidermal cells, as for instance a type of nerve 
cell (Masson) or mesodermal cell. In fact, with the exception of 
Masson,® such mitoses have not been observed by previous investigators 
(Bloch,t Miescher,’ Mariani ** and Becker‘). This lack of mitoses 
in dendritic cells can be confirmed by my own investigations. On the 
other hand, the absence of mitotic forms is readily explained if one 
assumes that the dendritic cells represent a phase of epidermal cell 
activity. 


2. The dendritic cells are of epidermal origin. The relationship 
between the dendritic cells and the other epidermal cells can be explained 
by three different points of view, all of which are possible at the present 
state of the problem: 

(a) Every basal cell has a dendritic form, but the dendrites become 
visible only when they contain pigment or dopa oxydase. 

This is the condition which, according to Schmidt,‘? Ballowitz " 
and Biedermann,'’ is found in the cold-blooded animals—reptiles, fishes 


40. Wieting and Hamdi: Ueber die physiologische und pathologische Melanin- 
pigmentierung und den epithelialen Ursprung der Melanoblastome der Gallenblase. 
Zieglers Beitr. z. path. Anat. 42:84, 1907. 

41. Dawson, James W.: The Melanomata, Edinburgh M. J, 32:501, 1925. 

42. Schmidt: Cited by Biedermann (footnote 10). 
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and amphibia. They could see in vivo (frogs) how pigmented melano- 
blasts apparently changed their shape from round cells to those with 
dendrites and finally assumed their original form again. Careful studies 
of these changes were obtained by Ballowitz ' by means of moving 
pictures of the living tadpole. It is maintained by these authors that 
there is actually no change in form and shape of the melanophores, 
but that the dendrites always retain their form and position and through 
a streaming of the cytoplasm the pigment is carried into the dendrites 
which then become visible. When the pigment streams back into the 
cell centers, the dendrites become invisible and the cell again assumes 
its round form. Furthermore, it has been possible for Biedermann *” 
to see these dendrites when they have become empty of their pigment 
under refracted light after a special fixation method. 

It is of interest to note from the dendritic cell studies in series 2 
(fig. 8, table 2) that as many as 40 per cent of the basal cells can 
exist as dendritic forms when almost none are seen in preparations 
impregnated with silver or counterstained with the ordinary staining 
methods. This leads to the possibility that the dendrites may ordinarily 
exist and belong to normal cell forms, but are not visible because of 
their lack of pigment or dopa oxydase. To prove this point, however, 
new staining methods and reactions must be developed which demon- 
strate the dendrites when they contain no pigment or oxydase. 


(b) The dendritic cells and the ordinary basal cells are separate 
entities and exist side by side, but the former become visible only when 
they contain pigment or dopa oxydase. 

This is the theory put forward by Masson and his followers, and 
it has been discussed. The lack of mitotic figures seems to speak 
against the existence of dendritic cells as separate entities from the 
rest of the ectodermal elements. It would be difficult to explain their 
increase, unless one were to assume that their numbers remained fixed 
and were only visible in proportion to the number of cells containing 
pigment or dopa oxydase. To prove this theory, as has been already 
emphasized, either embryologic studies are necessary which actually 
show that the epidermis is made up of two different elements, or a 
new staining method or reaction is necessary which shows the existence 
of dendritic elements when they contain no pigment or oxydase. 

(c) The normal basal cells are cubic, but under special functional 
conditions, such as pigment formation, they assume this dendritic form. 
In this theory the dendritic cell is nothing more than a highly specialized 
functional phase of a pigment-building basal cell (Bloch,' Miescher,* 
Meirowsky,** Kreibich and Becker *). 


43. Meirowsky, E.: Ueber den Ursprung des melanotischen Pigments der 
Haut und des Auges, Leipzig, Dr. Werner Klinkhardt, 1908. 
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In contradistinction to Schmidt,** Ballowitz'! and Biedermann,'’ 
some authors (Helzheimer and Haempel ** and Degner **) maintain 
that in the lower animals the melanophores form their dendrites by an 
actual projection of processes in a sort of pseudopodia. The formation 
of dendrites in the lower animals cannot be compared to that in the 
higher vertebrates. In the cold-blooded animals hyperpigmentation and 
depigmentation are protective mechanisms which the animal uses to 
adapt itself immediately to the environment—a sort of camouflage. 
Such changes are almost instantaneous and are brought about by direct 
nervous influences; the changes in pigmentation are due to expansion 
or condensation of the pigment. In the higher animals, especially in 
man, hyperpigmentation and depigmentation are much slower—days to 
the seconds in lower animals—and take place by actual new formation 


and transportation of pigment. 

As a support for the last-mentioned point of view (c) there are the 
following observations from the sections just investigated : 

The pigment-building oxydase, i. e., dopa oxydase, is found not 
only in dendritic cells but in ordinary basal cells. Usually the reaction 
is especially strong in the former so that it is seen that the dendritic 
cells are active pigment-forming melanoblasts. Transition forms 


between ordinary basal cells and the most bizarre dendritic forms have 
been described. With the increase in the intensity of the pigment 
formation—increased dopa reaction—there is first an increase in the 
transition forms and the less ordinary basal cell types. Finally, at the 
height of the reaction, almost all dopa-positive cells have dendrites. 
With the decrease in the pigment-forming activity the reverse is seen. 

Normal human histology shows that functioning cells may vary in 
size, shape and structure under different phases of activity. I need 
only to mention the Kupffer cells of the liver, the cells of the uterus 
and the germinal epithelium of the ovary as a few examples of this 
fact. That a change has taken place, which makes the dendritic cells 
different from the basal cells, is seen in their lack of fibrillation and 
in the failure of the dendrites or the distorted cell body to take the 
ordinary cytoplasmic stains. 

Of all the theories mentioned, the last seems the most plausible at 
the present time, but as yet it has by no means been proved. It must 
be admitted that the results of the investigations just completed are not 
very satisfactory as far as answering the question of the genesis of 
the dendritic cells is concerned. Much more work should be done on 
this interesting question. If a study were made of the living dendritic 
cell in the human skin or in that of the higher animals, in analogy 
to what has been done in the cold-blooded animals, or if dendrites 


44. Cited by Ballowitz (footnote 11). 
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could be demonstrated by a new staining method when they contain 
no pigment or oxydase, one would perhaps obtain an answer to this 


problem. 

SUMMARY 
1. Twenty-four hours after the application of thorium X an 
erythema was seen, which in the following days increased and then 
gradually disappeared, to be followed by a hyperpigmentation. This 
hyperpigmentation may last for months and is due partly to the pro- 
longed pigment formation and partly to chromatophoric pigment in the 
cutis. 

2. The histologic changes in the thorium X reaction resembled 
greatly those following roentgen treatment. Especially characteristic 
for both was the appearance of multinuclear forms in the epidermis. 

In the series of sections studied, the changes corresponded to those 
described by Miescher as characteristic for the second wave in the 
roentgen dermatitis, namely polymorphism and hydropic swelling of 
the nuclei, increased unrest in the epidermis and the appearance of 
multinuclear forms. In series 1 there was superimposed an early 
reaction which resembled that seen after exposure to ultraviolet light. 


3. The dopa reaction became strongly positive before there was an 
increase in pigmentation, and it was the first evident step in the 
mechanism of pigment formation. The intensity of the dopa reaction 
was an index of the degree of pigment formation. 

4. With the increase in the dopa reaction, i. e., in pigment-building 
activity, there was a concomitant increase in the number of dendritic 
cells; with its decrease there was a decrease in the number of dendritic 
cells in both the dopa and the silver sections. The greatest number of 
dendritic cells was seen not at the time of greatest pigmentation but 
at the time of greatest pigment-building activity. When the section 
showed its greatest pigment content, pigment production was already 
on the wane, and with it the number of dendritic cells. The best and 
clearest dendritic cell pictures were seen with the dopa reaction. As 
many as 40 per cent of the cells in the basal layer showed dendrites 
with this reaction when both the native sections and those treated with 
silver nitrate still showed a very small number. 

In the normal skin in series 1 and 2, the dopa reaction was seen 
mostly in the cells of ordinary basal shape with no dendrites or in the 
transition forms—cells with cubical form and short stubby dendrites. 
With the increase in the intensity of the dopa reaction—pigment-build- 
ing activity—less ordinary basal cell forms and increased transition 
forms were seen. At the height of the reaction, nearly every dopa- 
positive cell showed well formed dendrites. With the decrease in the 
dopa reaction the large branched forms were first decreased ; transition 
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forms increased again, and finally nondendritic, ordina 
basal cells were again seen. The same transitions cot 
with the silver reaction, but were not so clearly indicat 

5. The pigment first appeared in the basal cells anc 
overlying layer. It was then carried upward with the 
of the cells, concentrated in the stratum corneum and 
with the scales. 

6. The usual mechanism of transportation of epiderr 
with the scales. Chromatophores played a secondary 
proportional primarily to the amount of damage to tl 
taining epidermal cells and secondarily to the amount 
the epidermis. 

7. The only function of the dendritic cells that is 
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LEUKONYCHIA STRIATA 


REPORT OF A CONGENITAL CASE * 


S. WILLIAM BECKER, M.D. 
CHICAGO 


Leukonychia striata is an uncommon, although fairly well known, 
condition. It consists of transverse white striations, appearing at the nail 
matrix and growing out with the nail. The striae may be narrow 
or wide. The traumatic cases show narrow striae or wide ones with 
dentation of the lateral extremities, corresponding to the trauma. The 
traumatic type was discussed by Heidingsfeld,’ and recently by Nether- 
ton. Fraser * presented a case in which trauma was considered causa- 
tive. Other causes for the condition have been ulcerative colitis,* 
arsenical poisoning,°® neuritis, freezing, “trophic” disturbances and endo- 
crine disturbance (appearance during menstruation). Congenital cases 
are evidently the most uncommon. Heller ® was able to find a report 
of five cases in the literature. Since then DuBois‘ reported the case 
of a girl, aged 22, presenting the condition on the hands and feet. She 
had no nervous difficulties. The mother presented the same lesions. 

The following case has been studied recently. 


REPORT OF CASE 


A man, aged 19, had had white transverse striations on the finger-nails as 
long as he could remember. No other member of the family had a similar 
condition. The stripes started at the lunula and progressed with the growth 
of the nail. A new stripe appeared every week or two. A varying number of 
nails were affected each time, but the thumbs tended to be involved most 
regularly. No subjective sensations had been noted, and the surface of the 


nails had always been smooth. He had never used instruments for manicuring, 
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forms increased again, and finally nondendritic, ordinary dopa-positive 
basal cells were again seen. The same transitions could be followed 
with the silver reaction, but were not so clearly indicated. 


5. The pigment first appeared in the basal cells and in the directly 
overlying layer. It was then carried upward with the upward growth 
of the cells, concentrated in the stratum corneum and finally cast off 
with the scales. 

6. The usual mechanism of transportation of epidermal pigment was 
with the scales. Chromatophores played a secondary role and were 
proportional primarily to the amount of damage to the pigment-con- 
taining epidermal cells and secondarily to the amount of pigment in 
the epidermis. 

7. The only function of the dendritic cells that is at present gen- 
erally recognized is their melanoblastic function. Basal cells of non- 
dendritic form are also capable of building pigment, as they as well 
as the dendritic cells give a positive dopa reaction ; i. e., contain pigment- 
building oxydase. 


8. The most probable theory of the origin of dendritic cells is that 
they are special functional phases of nondendritic basal cells. As yet 


this theory has not been proved. 
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LEUKONYCHIA STRIATA 


REPORT OF A CONGENITAL CASE * 
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Leukonychia striata is an uncommon, although fairly well known, 
condition. It consists of transverse white striations, appearing at the nail 
matrix and growing out with the nail. The striae may be narrow 
or wide. The traumatic cases show narrow striae or wide ones with 
dentation of the lateral extremities, corresponding to the trauma. The 
traumatic type was discussed by Heidingsfeld,’ and recently by Nether- 
ton. Fraser * presented a case in which trauma was considered causa- 
tive. Other causes for the condition have been ulcerative colitis,* 
arsenical poisoning,°® neuritis, freezing, “trophic” disturbances and endo- 
crine disturbance (appearance during menstruation). Congenital cases 
are evidently the most uncommon. Heller * was able to find a report 
of five cases in the literature. Since then DuBois‘ reported the case 
of a girl, aged 22, presenting the condition on the hands and feet. She 
had no nervous difficulties. The mother presented the same lesions. 

The following case has been studied recently. 


REPORT OF CASE 


A man, aged 19, had had white transverse striations on the finger-nails as 
long as he could remember. No other member of the family had a similar 
condition. The stripes started at the lunula and progressed with the growth 
of the nail. A new stripe appeared every week or two. A varying number of 
nails were affected each time, but the thumbs tended to be involved most 
regularly. No subjective sensations had been noted, and the surface of the 
nails had always been smooth. He had never used instruments for manicuring, 
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and knew of no trauma. The hair, skin and teeth were normal. Examination 
gave negative results except for the condition of the nails. The surfaces of the 
nails were normal. On all nails were broad transverse striations at various 
distances from the lunula, and it was evident that many nails were involved at 
the same time (fig. 1). One thumb nail was treated by means of roentgen rays, 
with apparent aggravation of the condition. 


Microscopic Examination—The nails were allowed to grow out, and the 
whitish portion was cut off at the free margin. This portion was seen to con- 
tain an abnormal stripe about midway between the inner and outer surfaces. 
The cells were larger than normal, the nuclei were more prominent, and both 
nuclei and cells took only acid stains. Staining was more intense than in other 
cells, and this portion appeared more opaque (fig. 2). In some portions kerato- 
hyaline granules were seen in cells immediately toward the surface from 
this stripe. 


Fig. 1—Leukonychia striata. A new stripe can be seen at the lunula of the 
thumbs and index and third fingers of the right hand. 


"COMMENT 


The process is evidently one of abnormal keratinization. Some 
authors * attribute the white color to air contained within the nail sub- 
stance, and Heller® iliustrated such a specimen. Heidingsfeld and 
others have been unable to corroborate this observation, and my 
co-workers and I were unable to do so. Heidingsfeld found the atypical 
stripe at the same location as in our sections, but he did not mention 
a stratum granulosum. The portion of the section between the two 
layers of air bubbles in Heller’s illustration corresponds to the path- 
ologic portion in our sections, and may constitute such a lesion. 


8. Heller (footnote 6). Morison, R. B.: Leucopathia unguium, Vrtljschr. f. 
Dermat. 20:1, 1888. 
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Fig. 2.—Section through white portion of nail. The dark stripe is seen in 
the center. The granules above the stripe are mostly keratohyaline; those below 
are brownish granules found in normal nails. Hematoxylin and eosin stain. 
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SUMMARY 


A case of congenital leukonychia is reported. Histologic examina- 
_ tion revealed an atypical stripe in the midst of the nail substance, com- 
posed of nucleated cells. Both nuclei and cell bodies took only acid 
stains. A stratum granulosum was found just superficial to this layer 
in some portions. No air could be found in the nail. Roentgen therapy 
seemed to make the condition more prominent in one nail which was 
the only one treated. 
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OF GONORRHEAL KERATODERMA 


A SYNDROME 


REPORT OF A_ CASE * 


MOSES SCHOLTZ, M.D. 
ANGELES 


LOS 


The following case is reported because of its unusual severity and 
fatal termination. This is the second case of this unusual condition 
which has come under my observation. A report of the first case was 
published in 1927. At that time about seventy cases of gonorrheal 
keratoderma had been reported in the literature; since then five more 
have been reported by Rostenberg, Flinn, Beatty, Jones and Housteen, 
making a total of seventy-five cases. 


REPORT OF CASE 


History—A Mexican, aged 20, entered the orthopedic service of the Los 
Angeles General Hospital on Dec. 10, 1926. He had lived in Los Angeles for 
five years. He complained of pain in the left knee joint, the left wrist and the 
right ankle. He had pain in the chest and coughed. He also had pain in the 
back of the head and neck. There was an eruption over both legs, and he suffered 
from weakness. The patient was well and doing hard work in a foundry until 
four months before admission, when he developed a severe pain and swelling in 
the left ankle. In a week or two the right ankle began to swell and become 
painful; it would improve at times and then become worse. At about the same 
time he developed “pimples” on the legs, which did not itch or cause pain. They 
gradually grew larger and piled up with crusts. Once he scraped them off, but 
they came back again and spread over a bigger area. Then his knees became 
swollen and painful. A month before admission to the hospital, the left elbow 
began to swell and become painful; then the left wrist, left shoulder and neck 
became stiff and painful on motion. The eruption of the skin spread over the 
upper part of the body. He was confined to bed for one month before coming to 
the hospital and was capable of very little movement in any of his joints. 

The patient admitted exposure with several women and said that about three 
or four months before admission his left testicle was swollen and painful. 


Physical Examination—He was a poorly developed, undernourished Mexican. 
There was dulness in the upper part of the chest, both anteriorly and posteriorly, 
and his blood pressure was 110 systolic and 70 diastolic. The urine showed a 
specific gravity of 1.020, and an acid reaction; it was also negative to all other 
examinations, except for a few pus cells and red blood cells in the urinary sediment. 
The Wassermann reaction of the blood was negative, while the spinal fluid test 
gave a positive reaction of three plus. 

The roentgenogram showed the apex of the left lung to be slightly hazy; 
otherwise the lungs were normal. The cervical and upper dorsal vertebrae were 
also essentially normal. The left shoulder was normal. The elbow joints were 


* Submitted for publication, Nov. 15, 1929. 
* From the Department of Dermatology, Los Angeles General Hospital. 
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slightly hazy owing to swelling of the soft parts. No pathologic change in the 
bone was demonstrated. A definite destructive process involved all the bones 
entering the left wrist joint, which was hazy with erosion of cartilages and 
slight proliferation. The proliferation suggested an infectious rather than tubercu- 
lous arthritis. There was no erosion or proliferation and no positive evidence 
of fluid in the joint in either knee. The left ankle showed general rarefaction of 
the bone without definite erosion or proliferation, with the exception of a slight 
periostitis on the posterior and internal aspect of the fibula. This periostitis 
seemed to show infectious arthritis rather than tuberculosis. 

An analysis of the blood was made on December 18, and 118 mg. of sugar per 
hundred cubic centimeters was found. There was a total of 28 mg. of nonprotein 
nitrogen, with 1.1 mg. of preformed creatinine and 1.7 mg. of uric acid. On 


Fig. 1—Slight involvement of the face in the early stage of the disease. ~ 


January 3, there was 104 mg. of sugar per one hundred cubic centimeters of blood, 
with 27 mg. of nonprotein nitrogen, 1.2 mg. of preformed creatinine and 2.5 mg. 
of uric acid. A Wassermann test of the blood was performed on December 14 
and January 18, and both reactions were negative. A complement-fixation test 
for gonorrhea gave a negative reaction (Brem, Zeiler and Hammack). 

Histologic Report (Dr. George Maner, general pathologist)—There was no 
suggestion of granuloma, but a marked degree of parakeratosis with some poly- 
morphonuclear infiltration within the stratum corneum. In the papillae of the 
derma there was a moderate degree of lymphocytic and polymorphonuclear infiltra- 
tion and some edema. The histopathologic diagnosis was parakeratosis of unde- 
termined origin. 

The patient was extremely emaciated and pale. He lay on his back and 
presented a picture of extreme misery and distress. Every motion when turning 
or moving one of the big joints brought agonizing pain. The results of a physical 
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examination were negative, with the exception of inconclusive dulness of the 
upper part of the chest. Most of the big joints, particularly those of the left wrist, 
both ankles, left elbow, shoulder and knee and also the small vertebral cervical 
joints were swollen, inflamed and painful. Almost the whole surface of the body 
was studded with innumerable variously sized and shaped lesions. The most 
numerous and uniform lesions were round, papular lesions ranging in size from 
that of the head of a tack to that of a dime, of a yellowish color, many of which 
were umbilicated in the center and of a semitranslucent appearance, simulating 
the presence of a serous exudate inside. In shape, they suggested papular lesions 
of erythema multiforme of the iris type. The peculiar feature of these lesions 
was that the tops could be readily scraped off, revealing a yellowish base of 
gelatinous consistency which was elevated above the level of the skin. In many 
places these umbilicated lesions were set so closely together that they coalesced 


Fig. 2.—Medallion-like lesions, most pronounced on the legs. 


into large diffuse patches. On the parts subjected to mechanical pressure from 
the postural position of the patient, such as on the back and the popliteal spaces, 
these confluent areas showed a tendency toward maceration. The rubbing off of 
the gelatinous tops of these lesions and the decomposition of the detritus resulted 
in large, denuded, moist and ill-smelling areas. 

The face showed a number of similar lesions, confluent in places, which were 
located chiefly around the nose, eyebrows and forehead, considerably simulating a 
picture of seborrheic dermatitis. The scalp also showed a number of similar 
small lesions. 

As the lesions moved away from the center of the body toward the extremities, 
they gradually changed in type. They became fewer and larger. The tops lost 
their umbilicate shape, increased in thickness, lost their transparency, and assumed 
the appearance of the thick, heaped-up, oyster shell like crusts in syphilitic rupia. 

These large, crusted lesions ranged in size from that of a small button to that 
of a dollar. The small lesions resembled a button with an elevated center; the 
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large ones bore a striking resemblance to medallions or geographic map reliefs 
with contours of mountains and valleys. Some of these large lesions also coalesced 
and formed large masses, which seemed to be plastered on the legs like bas-relie{ 
or sculptural work on the wall. The significant feature was that none of the 
lesions showed pyodermic secondary development; neither did any of them show 


Fig. 4.—Multiple small and large button-like lesions. 


a tendency toward ulceration or scarring. They were all extremely superficial, and 
in none of them did the infiltration extend visibly below the cutis. 


Diagnosis.—The peculiar combination of the suggestive gonorrheal history, 
multiple inflammatory painful arthritis, and spectacular and characteristic button- 
like and medallion-like lesions immediately suggested to me a diagnosis of gonor- 
rheal keratoderma. 


ae Fig. 3.—Closely set medallions coalescing into large crusty areas. 
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A case which was identical in clinical appearance and course was studied and 
observed two years before this article was written. This patient made a steady 
and complete recovery after treatment with gonorrheal vaccine was instituted. 
Both the skin lesions and the involvement of the joint cleared up perfectly. 

The puzzling and seemingly disconcerting feature in both cases was the fact 
that no clinical evidence of active gonorrheal infection was found on urologic 
examination. 

However, among the seventy-five cases of gonorrheal keratoderma reported, 
several cases were cited in which gonorrhea preceded the development of lesions 
of the skin and the joints by several years. 

The syndrome of button-like and medallion-like lesions, associated with inter- 
mittent fever, a picture of profound toxemia, emaciation and agonizing arthritic 
pains, is characteristic almost to the point of being pathognomonic. So far, it has 
not been described with any other etiologic factor. 

The skin lesions appeared to have considerable resemblance to syphilitic rupia. 
However, the diagnosis of syphilis was excluded in this case on many grounds. 
The negative Wassermann reaction of the blood and the positive reaction of the 
spinal fluid were of indifferent diagnostic value in the case, since a positive 
Wassermann test of the blood is observed in clinically active syphilis. On the 
other hand, any syphilitic subject may develop lesions of the skin of a non- 
syphilitic nature. 

A diagnosis of syphilis was excluded in this case because of the multiple, 
extremely inflammatory, painful arthritis, the extremely superficial character of 
the skin lesion, the complete absence of a tendency toward ulceration and scarring 
and by the persistent intermittent fever curve. Syphilis was excluded also by 
roentgen observations of the joints which suggested infectious inflammatory 
arthritis rather than infectious granuloma like that in tuberculosis or syphilis. 

Syphilis was excluded also on the histopathologic observations in the skin 
lesions which showed parakeratosis as the predominant histopathologic feature of 
the gonorrheal keratoderma and showed no microscopic evidence of infectious 
granuloma. 

Last but not least, syphilis was excluded by the therapeutic test. Two intra- 
venous injections of sulpharsphenamine were given, without the slightest effect 
on the lesions or the general condition. 

A diagnosis of verruca peruana was also suggested, but this diagnostic pos- 
sibility was also refuted by the extremely superficial character of the skin lesions, 
the absence of ulceration, pyogenic or septicemic secondary involvements and by 
the fact that verruca peruana is an endemic disease observed only in Peru, 
whereas the patient resided for the last five years in Los Angeles. 

Through an accident, a phenomenon of possible diagnostic significance was 
observed. By mistake, 8 cc. instead of 0.8 cc. of gonorrheal vaccine was adminis- 
tered by a nurse. No excessive general reaction was observed, except for a con- 
siderable aggravation of symptoms of the cervical joints ; but simultaneously a new 
crop of heavily crusted lesions, identical with those on the legs and only slightly 
smaller, appeared on the right side of the neck and on the forehead. 

The clinical course of the case assumed a long, tedious and exhausting 
character. 

While under treatment with gonorrheal vaccine, which was begun on January 
11, the patient showed perceptible improvement, both general and local. The acute 
pain in the joints and the fever subsided. By January 21, he was resting and eating 
well. He could move both arms and legs a little better. On January 26, many of 
the larger crusty lesions had peeled off, leaving dry surfaces. Others were begin- 
ning to loosen up. Then improvement stopped, and the condition became stationary. 
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The temperature became steady, subacute and fluctuating. Slow, steady desquama- 
tion and falling off of old, and formation of new, heavy, yellowish, parakeratotic 
crusts and tops of the button-like formations scattered all over the body became a 
continuous and well marked feature that lasted throughout the case. The other 
clinical feature which was consistently conspicuous was that although the patient 
displayed a remarkable appetite considering his condition, and took a good deal of 
nourishment without showing any dyspeptic symptoms, the condition of his general 
nutrition was steadily going down until in a few months his body was reduced to 
a mere skeleton. He developed several deep bed sores on both hips, in the 
coccygeal region and on both ankles. The problem of nursing, daily cleaning, 
feeding and bathing became trying for the nursing personnel, as he was steadily 
becoming weaker and more helpless. Finally he developed signs of hypostatic 
pneumonia and died on Novy. 11, 1927. Autopsy was performed by Dr. George 
Maner. 


AUTOPSY 


The body was that of a young, adult Mexican and showed an extreme degree 
of emaciation. The legs were drawn up in semiflexion; it was impossilbe to 
extend either knee. Further flexion was possible, and there was free lateral motion 
at the knees. The elbows were flexed about half way and could not be extended. 
The ankles were moderately swollen, and the entire feet were slightly swollen, but 
no definite fluid could be found. The fingers showed a fusiform swelling to twice 
their normal diameter, which centered in each finger at the middle joint. This 
was more marked on the left than on the right hand. The lower part of the legs, 
including the feet and part of the thighs, and also portions of the skin of the fore- 
arms, were coated with brown medication which was said to be tincture of benzoin. 
Over these portions there were also confluent crusts. Many of these skin lesions 
were scattered as discrete nodules over the fingers, hands, wrists and abdomen, 
and their details could be better determined where they were thus discrete. On the 
abdomen they appeared as crusted, circular iris lesions, as large as 2 cm. in 
diameter, and on the fingers they were frequently 0.5 cm. in diameter. The crusts 
were higher at the middle, therefore appearing conical, and reached an elevation of 
from 4 to 5 mm. in the largest lesions. Crusts were removed entirely with great 
ease, and revealed soft, white, warty elevations beneath. The finger nails also 
showed a soft, scaly thickening. On the left side of the lower part of the abdomen 
there was a biopsy scar showing suture marks and leaving a gaping skin lesion, 
2 cm. wide by 3.5 cm. long; it was apparently unhealed. There were extremely 
severe decubitus marks over the buttocks. Some of the skin lesions described were 
scattered over the back, but there were few, if any, over the chest and shoulders. 
The scalp had a scaly appearance suggestive of a seborrheic condition. The ears 
were not discharging. 

About 50 cc. of clear brownish-yellow fluid was"present in the pelvis. There 
was no fibrin or other evidence of peritonitis. 

Each pleural cavity contained about 40 cc. of clear, brownish-yellow fluid but 
was otherwise normal. 

The pericardial cavity showed an increased amount of clear fluid—about 150 cc. 
There was no fibrin or evidence of acute pericarditis. 

The heart was small and entirely normal, with no vegatation and no evidence 
of a gonorrheal endocarditis. 

The aorta was smooth at every point, without tree bark markings and without 
arteriosclerosis. 

The lungs gave no evidence of tuberculosis, either active or inactive. The 
tissue appeared to be normal everywhere except at the bases, where there was 
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considerable congestion ; in the left lung there was a slight inflammatory condition, 
possibly bronchopneumonia. 

There were no abscesses or amyloid in the liver, which was normal on section 
and in size. 

The spleen was slightly increased in size, and on section showed rather definite 
red paint pulp but no abscesses. 

The pancreas was soft, white and of normal size. 

The suprarenal glands were normal. 

Both ureters showed considerable dilatation throughout their length, and the 
pelves of the kidneys were somewhat enlarged externally. On section, however, 
the kidneys were normal in every way and showed little hydronephrosis and no 
tubercles. The urine contained in the ureters was easily squeezed out into the 
bladder, and no cause for the dilatation of the ureters was noted unless it was in 
connection with the entrance to the bladder ; there was possibly a tabetic condition. 

There was a slight cystitis in the postero-inferior portion of the bladder. 

The prostate was normal. The right testicle was undescended, and there was 
a slight hernial sac in this region. The testicle and epididymis on the right side 
were normal. 

The stomach was normal. 

The terminal ileum and the first portion of the colon were normal, and there 
were ulcerations, The mucosa of the stomach and intestines was normal and not 
atrophic. The appendix was normal. 

Attempts were made with a syringe and needle to evacuate fluid from the 
fingers, knees and ankles. No fluid was obtained at any point, except a small 
amount of what appeared to be blood from the left ankle joint. Incision of this 
joint showed smooth surfaces everywhere between the various tarsal bones, and 
no definite pathologic process could be demonstrated. Some hemorrhagic fluid was 
obtained and smeared, but no organisms were seen. This was probably an inflam- 
matory fluid, as it did not show any red blood cells but showed pus and mono- 
nuclear cells. 

Examination of one of the finger joints indicated that the swelling was in the 
soft parts. No joint lesion could be seen. 

The bone-marrow of the femur was definitely red, firm and almost of the con- 
sistency of agar. 

In the head there was no evidence of meningitis. Convolutions were normal in 
contour. There was no evidence of syphilis, and no abscesses or hemorrhages. 
The fluid in the ventricles was normal in amount and apparently clear. The 
cervical cord, medulla and cerebellum were normal. 

The pathologic diagnosis was generalized keratoderma. 


Treatment.—Because of the undetermined etiology of the malady, treatment 
Was not carried out consistently and firmly. After the initial improvement from 
the gonorrheal vaccine, the condition became stationary, and it was deemed proper 
not to continue the vaccine indefinitely, but to substitute nonspecific protein 
therapy in the form of injections of milk. These were given weekly and biweekly 
in doses of from 5 to 10 cc., without untoward reaction and without any perceptible 
effect. After a while, all active therapeusis was stopped, and mild tonics, such as 
an iron, quinine and strychnine mixture, and mild laxatives were given for a cer- 
tain period of time. 

In July, 1927, with the rotation of the dermatologic service, another derma- 
tologist succeeded me. Because of the stationary condition of the patient, and in 
view of the positive Wassermann reaction of the spinal fluid, he decided to try 
sulpharsphenamine again. The effect of a few injections was startling. The 
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desquamation and formation of parakeratotic, heavy crusts increased in a decided 
manner, The whole body of the patient became studded with the lesions, including 
the face which (fig. 5) had been relatively free from the lesions. It seems that 
arsenic produced a decidedly irritating and stimulating effect on the skin in this 
case. Medication with sulpharsphenamine was stopped, and bismuth was injected 
intramuscularly in mild doses. Bismuth was well tolerated, without any per- 
ceptible favorable effect. In the meantime, the patient was steadily losing ground. 

Blood transfusions were considered and a donor was secured, but it was found 
impossible to get the needle into the veins because of the extreme emaciation of the 
patient and the peculiar hardening of the skin. 


Fig. 5.—Rapid disseminations and involvement of the face after a few injections 
of sulpharsphenamine during the advanced stage. 


COM MENT 


This striking case raises several clinical points of interest. Morpho- 
logically, it was one of the most extensive and perfect cases of gonorrheal 
keratoderma so far reported; etiologically, the case could not be proved 
definitely as such, unless by exclusion of other diagnostic possibilities 
and by the suggestive data given in the history of the inflammatory 
swelling of the testicle before the onset of symptoms of the skin and 
joints. This adds one more to the number of cases in which gonorrheal 
infection was suggested by the history but in which no clinical evidence 
of it could be found. Among recent cases, in that reported by Jones 
skin lesions were the only symptom of the triad, and they appeared 
three months after the patient was discharged as cured of gonorrhea. 
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The clinical differentiation of gonorrheal keratoderma from other 
forms of keratosis merits some consideration. It has been emphasized 
by all who have made a histopathologic study of gonorrheal keratoderma 
that the condition histopathologically is parakeratosis rather than 
keratosis. Clinically, this difference stands out even more strikingly. 
The clinical picture presented by a well developed case of gonorrheal 
keratoderma is quite different from various forms of palmar and 
plantar keratoderma, such as hereditary, arsenical, trichophytic and 
other forms. In the first form, yellowish, soft, button-like or medallion- 
like, discrete lesions are located on any part of the body, and are often 
generalized in distribution; the top of these lesions can be shelled out 
with a sharp spoon as a mass, leaving a gelatinous-like base. In the 
other forms, there are observed dry, hard, armor platelike deposits 
located almost exclusively on the palms and soles. The morphologic 
picture of gonorrheal keratoderma is so unique and striking that a 
clinical diagnosis is simple, provided its diagnostic possibility is kept in 
mind. 

Clinical evidence points strongly to the toxic infectious, rather than 
the trophoneurotic, nature of the pathogenesis of gonorrheal kerato- 
derma suggested by some writers. The presence of active gonorrheal 
infection in many patients, the associated symptoms of acute and sub- 
acute infection, such as fever and painful inflammatory arthritis, the 
toxic and emaciated appearance of the patients, the favorable effect of 
gonorrheal vaccine in some of the reported cases and the observed 
inadvertent reproduction of identical keratodermic lesions from excessive 
doses of gonorrheal vaccine seem to be conclusive of the toxic gonorrheal 
origin of the condition. As a control observation, the injections of 
nonspecific protein, such as milk, have not produced keratodermic 
lesions. It is also apparent that skin lesions are toxic rather than 
metastatic, as in only two cases out of the total number (over seventy) 
was it claimed that gonococci were present in the lesions. (Observa- 
tions were not confirmed or duplicated by other reports.) 

The hypothesis advanced by Adamson, Falk and a few others that 
gonorrheal keratoderma may be a variety of arthropathic psyoriasis 
seems to be conclusively refuted by the clinical characteristics and 
behavior of the two conditions under consideration. 


SUMMARY 

A fatal case presenting the classic morphology of gonorrheal 
keratoderma is reported. No active gonorrheal lesions were found, but 
there was a suggestive history. The observations at autopsy were 
entirely negative. 


PIGMENTATION OF THE SKIN IN ADDISON’S 
DISEASE, ACANTHOSIS NIGRICANS AND 
HEMOCHROMATOSIS * 


HAMILTON MONTGOMERY, M.D. 
AND 


PAUL A. O’LEARY, M.D. 
ROCHESTER, MINN. 


The purpose of this article is to call attention to the clinical and 
histopathologic features, and to the differential characteristics of the 
increase in pigmentation of the skin that were noted in Addison’s 
disease, acanthosis nigricans and hemochromatosis. 

Increased pigmentation of the skin, either local or general, may be 
due to one of the following: (1) an increased amount of melanin, 
(2) deposits of various heavy metals, (3) deposits of extraneous pig- 
ments and (4) vascular disturbance. Sometimes all four factors are 
involved in a given case. Increased pigmentation with melanin may be 
merely a racial characteristic; it may be due to a congenital anomaly 
such as xeroderma pigmentosa and nevi of various types, or it may be 
due to physical agents such as actinic rays, roentgen rays, heat, trauma, 
to the ingestion of drugs such as arsenic and phenolphthalein, to various 
types of dermatoses, especially in their terminal stages, or to various 
metabolic disorders. Pigmentation of the skin due to deposits of heavy 
metals may result from local applications, such as a brand of cold 
cream that contains mercury, from the ingestion of silver or lead or 
from deposits of hemosiderin, as in hemochromatosis. Pigmentation 
may also result from extraneous pigments, such as carotin that produces 
carotinemia. Increased pigmentation due to vascular disturbances is 
seen in stasis, polycythemia vera, sulphemoglobinemia and in conditions 
in which bile pigments become visible, whether they are circulatory 
or deposited in the tissues. Hollander and Baer? recently gave a fairly 
complete list of the various types of pigmentation of the skin and their 
causative factors. 

The color of the skin is affected chiefly by vascularity and by thick- 
ness of the epidermis, and it may be entirely independent of the melanin 
content of the skin. Brunsting and Sheard? demonstrated this by a 


* Submitted for publication, Nov. 19, 1929. 

*From the Section on Dermatology and Syphilology, the Mayo Clinic. 

1. Hollander, Lester, and Baer, H. L.: Discoloration of the Skin Due to 
Mercury, Arch. Dermat. & Syph. 20:27 (July) 1929. 

2. Brunsting, L. A., and Sheard, Charles: The Color of the Skin as Analyzed 
by Spectrophotometric Methods: I. Apparatus and Procedures, J. Clin. Investi- 
gation 7:559, 1929. 
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spectrophotometric method of analyzing the color of the skin 
quantitatively in terms of its relative luminosity (brilliance), dominant 
wave length (hue) and purity (saturation). This phase of pig- 
mentation will not be considered here; this paper is limited to the 
clinical appearances of the skin and to the histopathologic features. 

Microscopic study of the skin is essential in analyzing the various 
pigmentary disturbances. Bloch * pointed out that if pigment is absent 
from the epidermis, and if there are deposits of melanin in the cutis, 
the clinical appearance of the skin will be blue rather than brown. The 
“blau nevus” of Jadassohn is an example of this. Circumscribed areas 
of fibrosis, with hemorrhage, are noted frequently ; they contain deposits 
of hemosiderin but no melanin, and they present, clinically, a steel-blue 
color. Clinically, it is difficult to distinguish this type of lesion from an 
early melano-epithelioma. To cite one more example, less melanin may 
be seen on microscopic examination in an ordinary benign pigmented 
nevus (mole) than in the adjacent skin. The color of the nevus, in 
such a case, is due in part to the arrangement of the pigment cells. 
In normal skin, however, there is increase in pigmentation (melanin) 
microscopically in the places in which there is an increase in pigmentation 
clinically. The darker races have more deposits of melanin in the 
skin. 

ADDISON’S DISEASE 

Addison’s disease may be described as a disorder due to disease of 
the suprarenal glands which is associated with pigmentation of the 
, Skin, low systolic blood pressure, and progressive asthenia, and with a 
fatal termination. It is, however, more of a clinical syndrome than an 
entity. The causes in order of frequency are tuberculosis, atrophy 
and primary or secondary malignant conditions of the suprarenal glands. 

The pigmentary features of the addisonian syndrome have been 
noted as a result of a primary or secondary neoplasm of the viscera 
together with pressure or direct invasion of the celiac plexus. In such 
instances the suprarenal glands may remain unaltered. Conversely, 
cases of Addison’s disease have been reported * in which there was no 
increased pigmentation of the skin. The hyperpigmentation in 
Addison’s disease occurs essentially at the sites at which pigmentation 
is normally increased; that is, in the flexural folds, such as the axilla, 
groin, perineum, umbilicus and beneath the breast. In certain cases, 
these areas may become almost black. In addition, there is usually 
hyperpigmentation of the mouth, anal cleft, vagina and areola of 
the nipple. The hands, face and points of friction and exposure show 


3. Bloch: Discussion, Arch. Dermat. & Syph. 18:689 (Nov.) 1928. 
4. Ghrist, D. G., and Rowntree, L. G.: Addison’s Disease Without Pigmenta- 
tion, Endocrinology 11:589, 1927. 
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increased pigmentation. The impression that the texture of the skin 
remains unchanged is substantiated by the microscopic data. 

The cutaneous histopathologic picture of Addison’s disease shows, 
in varying degrees, a marked increase in the deposits of melanin in the 
epidermis and cutis in an otherwise normal skin. Atrophic or inflam- 
matory changes are not present. Granules of melanin are found 
throughout the epidermis, but especially in the basal cells, and in the 
tips of the rete ridges. The epidermal cells of the walls of the hair 
follicles, however, do not contain pigment below the level of the rete 
ridges. The deposit of pigment is chiefly intracellular, and has a pre- 
dilection to occur in the form of a cap which is above the nucleus of a 
basal cell. Sections stained for melanin, with silver nitrate, show few 
dendritic cells laden with pigment. In the papillary bodies and in the 
upper part of the cutis, there are many chromatophores laden with pig- 
ment. The proportionate amount of pigmentation in the cutis and epi- 
dermis varies considerably in a given case. It is unusual, however, to 
find the pigmentation limited to the epidermis. From the reports in the 
literature, the distribution of pigmentation in the mucous membranes is 
similar to that in the skin proper, with emphasis on the increase of pig- 
ment in the cutis; at times pigmentation of the epidermal mucosa is 
lacking (Gans °*). 


ACANTHOSIS NIGRICANS 


Acanthosis nigricans is a rare disease of the skin which may be 
divided into two groups: (1) the juvenile type, starting any time before 
puberty and (2) the adult type. Both types present the same clinical 
appearance as far as the cutaneous picture is concerned. The etiology of 
the juvenile type is unknown, but it has been attributed to both tuber- 
culous and endocrine disturbances. It apparently does not interfere 
with the patient’s general health. The adult type, on the other hand, 
is associated in the majority of cases with a neoplasm of the viscera. 
The growth may be primary in any of the organs in the abdomen, or 
it may be the result of secondary metastasis, as from carcinoma of the 
breast. The clinical picture of acanthosis nigricans develops when the 
malignant condition, either through direct extension or through pressure 
involves the chromaffin system or celiac plexus. 

In patients with acanthosis nigricans there is markedly increased 
pigmentation of the skin and mucous membranes. The distribution 
is the same as that in the addisonian type of pigmentation. In addition, 
however, there are hyperkeratosis, and verrucous and papillomatous 


5 Gans, Oscar: 
1925, vol. 1, p. 125. 


Histologie der Hautkrankheiten, Berlin, Julius Springer, 
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lesions (figs. 1 and 2), in the areas of increased pigmentation. The 
verrucous lesions may also be found in the mouth. The pigmentation 
is due to deposits of melanin. At the onset of the disease, however, 
there may be only increased pigmentation of the skin, and during this 
stage distinction from Addison’s disease is often impossible. Low 
systolic blood pressure is not common in acanthosis nigricans although 
one patient under our observation had a systolic blood pressure of 94, 


Fig. 1—Axilla in a case of acanthosis nigricans; the verrucous nature of the 
process is evident. 


measured in millimeters of mercury. Various symptoms of asthenia 
are noted in the cases that complicate a malignant condition of the 
viscera. 

The microscopic picture of acanthosis nigricans is usually typical 
and even diagnostic. It is characterized by the following features: 
relative and absolute hyperkeratosis (increase in thickness of the 
stratum corneum); marked irregular acanthosis (proliferation and 
increased thickness of the prickle cell layer) with adjacent areas of 
atrophy of the prickle cell layer; elongated narrow papillary bodies ; 
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dense melanin pigmentation of the basal cells of the epidermis; a few 
chromatophores, laden with pigment which are limited chiefly to the 
papillary bodies, and usually absence of any amount of inflammatory 
reaction in the cutis. 


HEMOCHROMATOSIS 


Hemochromatosis, or so-called bronze diabetes, is a systemic disease 
characterized by deposits of hemosiderin in the various organs, including 
the skin, and usually seen in association with diabetes or disease of 


Fig. 2.—Acanthosis nigricans. The neck is the site of hyperkeratosis and 
pigmentation. 


the liver, especially cirrhosis. The pigmentation is diffuse and occurs 
chiefly on the exposed surfaces but sometimes also on the mucous 
membranes. The skin changes to a color which seems to be composed 
of gray, blue and brown, although there may be considerable variation 
in this color due to different amounts of hemosiderin and melanin present 
in the skin. Pigmentation of the skin is not present in all cases of 
hemochromatosis, however. 


A study of microscopic sections of the skin in sixteen cases of 
hemochromatosis revealed the fact that the epidermis and cutis were 
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essentially unaltered except for the deposits of pigment. A_ slight 
degree of homogeneization and fibrosis of the connective tissue was seen 
in four cases. This was not, however, a prominent feature as it may 
be in the other organs of the body. A slight perivascular infiltrate was 
present in many cases. Deposits of hemosiderin were always to be 
found in the propria of the sweat glands. There were questionable 
deposits of hemofuscin in these areas in two cases. Deposits of hemo- 
siderin were found about the blood vessels in the upper part of the 
cutis, in the fixed connective tissue cells, and in the epidermis in six 
of the sixteen cases. In four of the latter, deposits of hemosiderin were 
found both in the basal cells of the epidermis and in the dendritic 
cells. In two of the cases of hemochromatosis, it seemed possi- 
ble to trace transference of the deposits of hemosiderin from the 
walls of the blood vessels to the fixed connective tissue cells and 
thence to the dendritic cells of the epidermis. In other words, the 
reticulo-endothelial system of the skin appeared to be outlined by 
deposits of hemosiderin. In some cases hemosiderin was also deposited 
in the stroma of the sebaceous glands. The melanin content of the skin 
was definitely increased in nine cases, was within normal limits in four 
cases, and was markedly diminished in three cases. In two cases there 
were numerous chromatophores laden with melanin in the cutis as well 
as with deposits of melanin in the epidermis. In the other seven cases, 
there was a definite, spotted increase in melanin deposits that was 
limited to the basal cells of the epidermis and to those immediately 
above them. In such cases in which there was increased melanin pig- 
mentation in association with deposits of hemosiderin in the epidermis, 
the latter was deposited chiefly in the dendritic cells. In one case, there 
were marked deposits of hemosiderin and of melanin in the basal cells 
of the epidermis. The cells laden with hemosiderin did not contain 
deposits of melanin. It was rare to find granules of hemosiderin and 
melanin within the same cell. 

The histopathologic data just given were based on microscopic studies 
of sections fixed in absolute alcohol and 4 per cent solution of formalde- 
hyde, and embedded in paraffin. The following stains and combinations 
were used: hematoxylin and eosin; van Gieson’s stain for connective 
tissue; either acid orcein and polychrome methylene blue or elastin H 
for the elastic fibers; silver nitrate, for melanin ;* Mallory’s ammonium 
sulphide stain for heavy metals; Mallory’s potassium ferrocvanide 
method for hemosiderin counterstained with basic fuchsin for hemo- 
fuscin, and Mallory’s fuchsin stain alone.*. In certain cases of hemo- 


6. Becker, S. W.: Melanin Pigmentation, Arch. Dermat. & Syph. 16:259 


(Sept.) 1927. 
7. Mallory, F. B., and Wright, J. H.: Pathological Technique, ed. 8, Phila- 


delphia, W. B. Saunders Company, 1924, p. 203. 
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chromatosis, the sections stained for hemosiderin with potassium 
ferrocyanide showed a tendency to fade, especially the finer granules of 
pigment in the epidermis. It was recognized that an error in interpretation 
might result through diffusion of the stain. Therefore, in many cases 
the ammonium sulphide stain was used to check such diffusion for by 
the latter method, according to Mallory, the coloration of the granules 
of hemosiderin is accomplished without their solution. Therefore, they 
remain unaltered in form and in situation. 


DIFFERENTIAL DIAGNOSIS 


The amount of pigmentation normal for a native of southern Europe 
if found in a Scandinavian or an Irishman might be strongly indicative 
of Addison’s disease. A history of an increase in pigmentation is an 
essential diagnostic feature. In order to determine from the histo- 
pathologic study whether or not there is an increase in melanin_ pig- 
mentation, it is necessary to know the exact situation of the biopsy, the 
race, the age and whether the patient is a blond or a brunette. The 
microscopic picture of the skin of a negro or of an Indian resembles that 
found in a patient with Addison’s disease, not only in the distribution 
of melanin in the epidermis and cutis, but also in the capping of the 
nuclei of the basal cells with pigment. If, however, deposits of melanin 
are found in the epidermis alone and not in the cutis, there should be 
considerable doubt as to whether Addison’s disease is present. Increased 
pigmentation due to external factors, such as sunlight, trauma (such as 
friction from a belt) or occupation (such as melanosis of the war of 
Rhiel) must be excluded. The microscopic picture usually shows 
inflammatory changes as well as deposits of melanin. 

Ochronosis differs from Addison’s disease in that the pigmentation 
affects the deeper structures. Biopsy of the skin shows deposits of 
melanin in the cutis and subcutaneous tissues, and not in the epidermis 
(Gans *). Certain cases of generalized scleroderma which present 
marked, generalized, increased melanin pigmentation, the stage of pig- 
mentation in pellagra, increased pigmentation associated with hyper- 
thyroidism and xeroderma pigmentosa are readily distinguished from 
Addison’s disease by the concomitant data. 


Localized melanosis of the forehead, such as that in the case 
described by Warthin, Crane and Jackson,® must also be mentioned. 


8. Gans (footnote 5, p. 120). 
9. Warthin, A. S.; Crane, A. W., and Jackson, J. B.: Pigmentation of the 
Skin (Addison's Disease) Associated with Lymphosarcoma Involving Particularly 
the Retroperitoneal Lymph Nodes of Solar Plexus Region, Arch. Dermat. & 
Syph. 10:139 (Aug.) 1924. 
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in this case generalized addisonian pigmentation subsequently developed 
and death resulted from lymphosarcoma of the retroperitoneal lymph 
nodes about the solar plexus. Two similar cases have been seen at the 
Mayo Clinic, associated with gastro-intestinal symptoms, the diagnosis 
and outcome of which are still to be determined. It is to be distinguished 


Fig. 3.—Arsenical pigmentation in a case of psoriasis. The typical resemblance 
to rain drops is evident. 


in the early stages from chloasma, fixed drug eruption and pigmentation 
as the result of hatband dermatitis. 


Arsenical pigmentation due to the ingestion of pentavalent and 
inorganic arsenical preparations, such as potassium arsenite (Fowler’s 
solution) or sodium cacodylate, has been confused with Addison’s 
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disease. The characteristic rain drop appearance (fig. 3), together with 
the associated keratosis on the palms and soles, permits differentiation 
on clinical grounds alone. Greater difficulty may arise in rare cases of 
diffuse generalized pigmentation after administration of the trivalent 
arsenical compounds, that is, preparations of the arsphenamine group. 
The microscopic picture in arsenical pigmentation, however, is usually 
characteristic. The pigmentation is due to melanin, and not to deposits 
of arsenic in the skin. The deposits of melanin, both in the epidermis 
and in the chromatophores in the cutis, may be similar to those seen 


marked capping of the basal cells of the epidermis with melanin, and there are 
numerous chromatophores in the cutis, which were laden with pigment. The 
epidermis is normal except for the increased content of pigment (silver nitrate 
and hematoxylin; * 275). 


in Addison’s disease. There are associated pathologic changes, however, 
which permit distinction on the one hand from Addison’s disease and 
on the other from acanthosis nigricans. The histopathologic picture 
of arsenical pigmentation discloses the following features: relative 
hyperkeratosis, atrophy, and in the rest of the epidermis atrophy and 
dystrophic changes consisting in diminution below the normal number 
of layers of cells, pyknosis, karyorrhexis of the individual cells and a 
tendency of the basal cells to assume a palisade-like arrangement. The 
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rete ridges may be flattened and in places obliterated. The basal cell 
layer is the site of spotted pigmentation with melanin. There is definite 
edema of the upper part of the cutis and of the papillary bodies, with 
marked dilatation of the capillaries. A mild perivascular infiltrate 
composed chiefly of lymphocytes is present. There are chromatophores 
laden with pigment throughout the cutis. Finally, in sections specially 
prepared,’® the presence of crystals of arsenic can be demonstrated ; 
their situation varies, as Osborne '' pointed out, according to whether 


Fig. 5.—A typical section of skin from the axilla in a case of acanthosis 
nigricans of the juvenile type. There are relative and absolute hyperkeratosis, 
irregular acanthosis with adjacent areas of atrophy, papillomatosis, and dense 
melanin pigmentation in the basal cells of the epidermis and in chromatophores 
in the papillary bodies (silver nitrate and hematoxylin; & 135). 


the pigmentation has resulted from the administration of the trivalent 
or the pentavalent arsenical compounds. In contrast, the histopathologic 
picture of Addison’s disease shows no change other than pigmentation ; 


10. Osborne, E. D.: Microchemical Studies of Arsenical Pigmentation and 
Keratoses, Arch. Dermat. & Syph. 12:773 (Dec.) 1925. 

11. Osborne, E. D.: Microchemical Studies of Arsenic in Arsenical Dermatitis, 
Arch, Dermat. & Syph. 18:37 (July) 1928. 
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that of acanthosis nigricans presents marked irregular acanthosis which 
is not present in arsenical pigmentation. 

Hemochromatosis is often confused with Addison’s disease, especially 
in those cases in which there is increased melanin pigmentation. The 
pigmentation is not increased in the flexural folds. The skin is a 
bluish gray. Microscopically, there are deposits of hemosiderin 
especially about the sweat glands. The demonstration of hemosiderin 
in the skin does not establish the diagnosis, for hemosiderin may be 


Fig. 6.—Granules of hemosiderin of varying size are deposited in the propria 
of the sweat glands in a case of hemochromatosis. The granules of hemosiderin 
are the black particles in the picture (stained for hemosiderin; & 350). 


found in the skin in cases of pernicious anemia, purpura and _ local 
vascular disturbances. It is important to know the area from which 
the section is taken. In an examination of tissue from the leg, the 
differential diagnosis must include stasis dermatitis, and especially 
Schamberg’s pigmentary dystrophy. Whereas, in stasis dermatitis, 
inflammatory changes in the section serve to distinguish it from hemo- 
chromatosis, in Schamberg’s disease, deposits of hemosiderin outline the 
reticulo-endothelial system and also are found about the propria of the 
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sweat glands without any noteworthy inflammatory changes in the epi- 
dermis or cutis. The deposits of hemosiderin in stasis dermatitis are 
usually in large clumps about the blood vessels and this also is true of 
the various types of purpura and of pernicious anemia. Argyria presents 
a silvery-gray rather than a bluish-gray color clinically. Microscopically, 
one obtains a negative stain for hemosiderin and hemofuscin. With 
Mallory’s ammonium sulphide stain for heavy metals, fine granules of 
silver are seen deposited about the propria of the sweat glands and 
sebaceous glands, and with Hoffman’s ** dark-field method refractile 


> 


Fig. 7—Skin from the abdominal wall in a case of arsenical pigmentation. 
There are relative hyperkeratosis, atrophy of the prickle cell layer, dystrophic 
changes and palisade arrangement of some of the basal cells of the epidermis. 
Also, there are evidences of spotted melanin pigmentation of the epidermis, 
chromatophores (appearing black) which are laden with pigment in the cutis, 
and a dilated capillary 4 (stained with silver nitrate and hematoxylin; & 150). 


particles of silver are to be seen throughout the cutis and even in the 
epidermis. The granules of silver are much smaller and more uniform 
in size than those of hemosiderin in hemochromatosis or than the 
particles of mercury in pigmentation caused by cold cream. 


12. Gans (footnote 5, vol. 2, p. 153). 
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COM MENT 


There can be no question as to the close relationship of Addison’s 
disease and acanthosis nigricans, especially in the adult form of the 
latter disease. Both involve the chromaffin system, the former primarily 
through involvement of the suprarenal glands, and the latter as the 
result of neoplasm in the vicinity of the celiac plexus. In the juvenile 
type of acanthosis nigricans that presents the same cutaneous picture as 
the adult type, there is an increased amount of melanin which undoubt- 
edly is also due to an internal rather than a local disturbance of melanin 
pigmentation. One also wonders at the mechanism that is involved in 
cases of localized melanosis which start on the forehead, such as Warthin 
described, and which develop into a typical addisonian syndrome. 

The melanin pigmentation following the ingestion of arsenic, on the 
other hand, is explained more readily by the following theory: local 
deposits of arsenic in the tissues together with inflammatory changes 
cause local stimulation of the epidermal cells to form melanin. Later, 
the pigment is transferred to the chromatophores in the cutis. This 
theory is supported by the fact that when the reaction follows ingestion 
of pentavalent and inorganic arsenic (sodium cacodylate or potassium 
arsenite), which is the usual type of arsenical pigmentation seen, 
crystals of arsenic are found chiefly in the epidermis and upper part of 
the cutis, whereas in the reaction from trivalent arsenical compounds 
(arsphenamine), in which the arsenic is deposited chiefly in the cutis 
and not in the epidermis, this intense pigmentation of the skin, as a 
rule, does not take place. 

The various theories concerning the etiology of hemochromatosis 
will not be reviewed, for recently they were covered by Hall and Butt,” 
Howard and Mills,** and Mallory.*® 

The increase in melanin pigmentation of the epidermis, in nine of 
sixteen cases of hemochromatosis, suggests possible involvement of the 
suprarenal glands by the disease. Postmortem examination was done 
at the Mayo Clinic in two of the cases: in one there was increased 
melanin pigmentation in the epidermis; in the other, decreased melanin 
pigmentation. In both, there were atrophic and degenerative changes 
of the cortex of the suprarenal gland and deposits of hemosiderin and 
focal collections of lymphocytes in the zona glomerulosa. In a third 


13. Hall, E. M., and Butt, E. M.: Experimental Pigment Cirrhosis Due to 
Copper Poisoning: Its Relation to Hemochromatosis, Arch. Path. 6:1 (July) 1928. 

14. Howard, C. P., and Mills, E. S.: Hemochromatosis, in Oxford Medicine, 
Oxford University Press, 1921, vol. 4, p. 215. 

15. Mallory, F. B.: The Relation of Chronic Poisoning with Copper to 
Hemochromatosis, Am. J. Path. 50:117, 1925; Hemochromatosis and Chronic 
Poisoning with Copper, Arch. Int. Med. 37:336 (March) 1926. 
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case in which there was increased melanin pigmentation in the epidermis, 
postmortem examination done elsewhere showed degenerative changes 
in the suprarenal glands. The systolic blood pressure in all three cases 
was from 100 to 104, measured in millimeters of mercury, at the time 
the biopsy was made. The patients died from two weeks to three 
months later. Another patient seen recently had a blood pressure of 
92 systolic and 70 diastolic. The readings of blocd pressure in the other 
cases in the series were essentially normal. Bork,’® in an extensive 
review of 111 cases of hemochromatosis which included fourteen cases 
of his own, was unable to establish a relationship between the increased 
melanin pigmentation of the skin and the deposits of hemosiderin in 
the suprarenal glands. In nineteen of fifty-three of these one hundred 
and eleven cases in which there was bronzing of the skin, microscopic 
study of the suprarenal glands was made. There were marked deposits 
of hemosiderin in the suprarenal glands in nine of the nineteen cases, 
slight deposits in seven cases, and no deposits or microscopic changes in 
three cases. In fifty-eight cases in.which the skin was not bronze, the 
hemosiderin content of the suprarenal glands was studied in nine cases, 
in one of which there were marked deposits of hemosiderin; in five, 
slight deposits, and in three, none. 

Pautrier, Lévy and Diss“ called attention to the dermo-epidermic 
interchanges in the skin in xanthoma and Schamberg’s disease, and the 
apparent transference of substances, lipids and hemosiderin, from the 
endothelial cells of the blood vessels, through the fixed connective tissue 
cells of the cutis, to the dendritic cells (cells of Langerhans) in the 
epidermis. The two cases of hemochromatosis previously mentioned 
substantiate Pautrier’s observations. In both cases, the so-called 
reticulo-endothelial system of the skin was sharply outlined by deposits 
of hemosiderin. ‘This is not surprising, as in hemochromatosis hemo- 
siderin is found deposited chiefly in the reticulo-endothelial cells of 
the liver (Kupffer cells), and in other organs of the body. 


CONCLUSIONS 
1. Addisonian pigmentation of the skin presents a definite clinical 
picture which can be distinguished on the basis of clinical and histo- 
pathologic changes in the skin from acanthosis nigricans, arsenical pig- 
mentation, hemochromatosis and argyria. 


16. Bork, Kurt: Zur Lehre von der allgemeinen Hamochromatose, Virchows 
Arch. f. path. Anat. u. Physiol. 269:178, 1928. 

17. Pautrier, L. M.; Lévy, G., and Diss, A.: Dermo-Epidermic Interchanges 
as Controlled by Study of Melanic Pigment, the Esters of Cholesterol (Xanth- 
oma) and Hemosiderin (Schamberg’s Disease), Arch. Dermat. & Syph. 17:1 
(Jan.) 1928. 
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2. The microscopic picture of the skin in Addison’s disease is not 
diagnostic. 

3. The histopathologic features of acanthosis nigricans, arsenical 
pigmentation and argyria are diagnostic. 

4. The presence of deposits of hemosiderin in the skin on micro- 
scopic examination does not warrant the clinical diagnosis of hemo- 
chromatosis unless the blood dyscrasias, stasis dermatitis, trauma and 
Schamberg’s pigmentary dystrophy are ruled out. 

5. The close relationship of acanthosis nigricans and Addison’s dis- 
ease is indicated. 

6. Many cases of hemochromatosis present increased melanin pig- 
mentation of the skin which may mask the clinical picture. 


7. The so-called reticulo-endothelial system of the skin is sharply 
outlined by deposits of hemosiderin in certain cases of hemochromatosis. 
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MODERN ANTISYPHILITIC THERAPY: DISADVANTAGES 
AND VALUE 
A STATISTICAL STUDY OF ONE HUNDRED AND NINETY-TWO CASES OF 


RELATIVELY LATE SYPHILIS, UNTREATED AND INADEQUATELY 
TREATED * 


CLAUDE B. NORRIS, M.D. 
YOUNGSTOWN, OHIO 


The second decade of what must have been termed before now, and 
with aptness, the “new era” in the treatment of patients with syphilis is 
drawing to a close. Time enough has elapsed to justify some definite- 
ness of opinion as to the merits of modern therapy. 

A minority remain unconvinced that Ehrlich’s contributions to the 
therapy for syphilis, and all the other additions to the treatment with 
mercury and the iodides, have lessened the final damage that is directly 
traceable to syphilis. They claim:. (1) that “cures” are never 
demonstrable; (2) that modern treatment, particularly when admin- 
istered early in the infection, does not eradicate the disease, but does 
materially hinder the patient’s natural defensive mechanism; (3) that 
the principal changes lie in the structures involved, cutaneous and other 
superficial manifestations that are important to the natural defensive 
mechanism being less frequent now, and deeper involvement being more 
frequent, more probable and occurring in a shorter period of time; 
(4) and that the frequent accidents and damaging side-effects are both 
disagreeable and dangerous. 

The large majority, however, believe the opposite of these con- 
tentions. They are not so optimistic concerning late cases, and they 
concede doubt in cases at any stage when complications render efficient 
treatment impossible. But concerning early uncomplicated cases they 
are confident. 

Much of the adverse criticism appears to be statements of impres- 
sions, and the statistics submitted are often not convincing. On the 
other hand, many proponents of modern therapy base their views on 
most carefully checked and digested records. Their data cover cases 
in great detail, and by following patients for many years, they include 
the career of syphilis from onset to finish. 


* Submitted for publication, Aug. 27, 1929. 
* Read before the Section on Dermatology and Syphilology at the Ejightieth 
Annual Session of the American Medical Association, Portland, Ore., July 11, 
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THE LITERATURE 


Warthin * said that he had never seen pathologically a “cured” case 
of syphilis. Buchheim? Jacobi,* Hauck* and Fouquet*® doubted al! 
the criteria laid down as the basis for determining cure. Jacobi * spoke 
specifically against reinfection as a criterion of cure. Mierzecki’ said 
that arsphenamine kills the spirochete and then naively added that it 
does not cure the syphilis. Baketel*® mentioned Fordyce’s statement 
that cure is the exception rather than the rule, except in the early months 
of the infection. McBride and Dennie® agreed. Buzzard? went so 
far as to say that no patient can be honestly assured that he is cured. 
Brocq * declared that physicians do not possess the proper treatment 
for syphilis. Stokes,’* in one place, warned against dogmatizing as to 
cure, and in another,** said in his piquant style: “Under the circum- 
stances, then, existing statistical proof of the cure of syphilis by modern 
treatment methods is presumptive rather than conclusive, and guides 
our hopes rather than proves the success of our methods.” Too much 
confidence in a single drug may cause failure. Jeanselme, for instance, 
said that because of over-reliance on bismuth, syphilis is on the increase 
in France. 

Proponents of modern treatment prefer to define the word “cure,’ 
to give it a more specific meaning. Stokes** spoke of a “clinical” 
cure, which he believed possible in from 80 to 85 per cent of patients ; 


and radical, or “pathologic” cure, which he regarded as possible in 75 
per cent. He said, moreover, that 95 per cent of the patients seen 
with syphilis in the early primary and secondary stages can be radically 


1. Warthin, Alfred C.: Am. J. Syph. 2:425 (July) 1918. 

2. Buchheim, quoted by Vajda, Karl: Klin. Wchnschr. 8:221, 1929. 

3. Jacobi, quoted by Fraser, A. Reith: Am. J. Syph. 6:633, 1922. 

4. Hauck, Leo: Urol. & Cutan. Rev. 30:278 (May) 1926. 

5. Fouquet, Charles: Urol. & Cutan. Rev. 30:385 (July) 1926. 

6. Jacobi, Leo: Reinfection and Curability in Syphilis, Arch. Dermat. & 
Syph. 2:493 (Oct.) 1920. 

7. Mierzecki, H.: Ann. de dermat. et syph. 5:14 (Jan.) 1924. 

8. Baketel, H. Sheridan: The Treatment of Syphilis, New York, The Mac- 
millan Company, 1920, p. 122. 

9. McBride, William L., and Dennie, Cnarles C.: The Ever-Changing Ther- 
apy of Syphilis, Arch. Dermat. & Syph. 17:293 (March) 1928. 

10. Buzzard, E. F.: Lancet 1:65, 1921; also in Proc. Roy. Soc. Med. (Sect. 
Neur.) 14:27, 1921; also in Brain 44:68, 1921. 

11. Brocq, L.: Urol. & Cutan. Rev. 30:273 (May) 1926. 

12. Stokes, John H.: Clinical Approach to Syphilis, with Suggestions for Its 
Revival and Development, Arch. Dermat. & Syph. 2:473 (Oct.) 1920, 

13. Stokes, John H.: Modern Clinical Syphilology, Philadelphia, W. B. 
Saunders Company, 1926, p. 544. 

14. Stokes (footnote 13, p. 119). 


. 
= 

a 

q 


987 


NORRIS—ANTISYPHILITIC THERAPY 


cured. Moore and Kemp,’* Harrison,’*® Bruns,'* Baketel,’® Irvine,’® 
Hoffmann,*° Vecki** and others agreed as to the curability, but most 
of them emphasized the importance of beginning treatment early. 

That modern treatment may lessen the patient’s defensive reaction, 
particularly if the treatment is early and inadequte, is pointed out by 
Fraser and Duncan; Barnewitz,?* Harrison,?* Bernard and Ruelle,”® 
Throckmorton and McDonough ** concur. Hazen ** mentioned the 
point but regarded the matter as not yet closed. ‘Tiéche *® was less 
equivocal and quoted Lesser’s statement that syphilis has a stronger 
tendency to heal if untreated than if treated. 

Stokes and DesBrisay *° believed that even a little treatment is better 
than none, and that inadequate early treatment is of more value than 
the amount of defensive reaction thus lost. Hoffmann *° and also the 
Committee of the German Dermatological Association,** 120 physicians 
participating, substantially agreed as to this. 

The third objection, that the principal changes are only in the struc- 
tures involved, is supported by several writers. Jungmann and Hall ** 
quoted Willmanns to the effect that tertiary lesions of the skin and bones, 
common fifty years ago, are becoming rare, while tabes, paralysis and 
syphilis of the internal organs are steadily increasing. They asserted 
that modern treatment materially shortens the time of onset of these 
symptoms. Fraser ** agreed with the foregoing opinion, as did Hans- 


15. Moore, Joseph E., and Kemp, Jarold E.: 
16, 1926. 

16. Harrison, L. W.: Brit. J. Ven. Dis. 3:299, 1927. 

17. Bruns, A.: Dermat. Wchnschr. 78:661, 1924. 

18. Baketel (footnote 8, p. 150). 

19. Irvine, H. G.: Tr. Sect. Dermat. & Syph., A. M. A., 1921, p. 41. 

20. Hoffmann, Erich: Deutsche Ztschr. f. Nervenh. 60:70, 1918. 

21. Vecki, Victor G.: Is Syphilis Curable and Can It Be Eradicated? Arch. 
Dermat. & Syph. 6:318 (Sept.) 1922. 

22. Fraser, A. Reith, and Duncan, A. G. B.: Brit. J. Dermat. 33:251 and 281, 
1921, 

23. Barnewitz, J.: Deutsche med. Wchnschr. 53:661 (April 15) 1927. 

24. Harrison, L. W.: Lancet 1:4 (Jan. 6) 1923. 
25. Bernard, R., and Ruelle, G.: Ann. d. mal. vén. 20:401, 1925. 
26. Throckmorton, T. B.: Am. J. Syph. 11:215 (April) 1927. 
27. McDonough, quoted by Fraser, A. Reith: Am. J. Syph. 5:201, 1921. 
28. Hazen, H. H.: Syphilis, St. Louis, C. V. Mosby Company, 1928. 
29 
30 


Bull. Johns Hopkins Hosp. 39: 


. Tiéche, Max: Schweiz. med. Wchnschr. 59:25, 1929. 
. Stokes, John H., and DesBrisay, Harold A.: Am. J. Syph. 8:558, 1924. 
31. Committee deutsche dermatologische Gesellschaft: Wien. klin. Wchnschr. 
41:321 (March 1) 1928. 
32. Jungmann, Paul; and Hall, Robert: Klin, Wchnschr. 5:702 (April 16) 
1926; abstr., J. A. M. A. 86:1953 (June 19) 1926, 
33. Fraser, A. Reith: Am. J. Syph. 5:201, 1921. 
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sen,** who mentioned Generich’s statement that arsphenamine drives 
the infection toward the vessels and the central nervous system. 
Marburg ** found that twenty-six of eighty-three patients with tabes 
had received adequate treatment; he published tables from which he 
drew the conclusion that the better the treatment the shorter the interval 
before the onset of deeper involvement. Levin,** Langer ** and Leder- 
man ** were in harmony with this view, the last-named writer claiming 
specifically that arsphenamine hastens the course toward neurosyphilis 
and hepatic syphilis ; Spitzer ** felt this to be true in reference to neuro- 
syphilis. Scholtz and Willmer *° concluded from a study of 328 cases 
that the abundance of metasyphilis is increased with the intensity of 
early treatment. Fleischmann,*' in 1921, did not find normal spinal 
fluid in patients treated with arsphenamine, and believed that incom- 
plete cure with mercury is less harmful that a sufficient cure with 
arsphenamine. Redlich and Steiner,** in general accord, quoted also 
Buschke and Langer, Spitzer and Parkheiner, and Willmanns as 
attributing these changes to modern treatment. Pette,** in 1920, and 
Barnewitz,”* as late as 1927, emphasized inadequate treatment as dan- 
gerous and as paving the way to metasyphilitic phenomena. Bruhns * 
quoted Giirich as saying that aortitis has increased since the beginning 
of the arsphenamine era. 

A large number of writers demur from these broad conclusions. 
While some admit an apparent increase in these grave manifestations, 
they explain the situation on different hypotheses. Schamberg *° thought 
they were more apparent than real, possibly due to improved diagnostic 
methods. Baketel ** attributed them to conditions incident to the World 
War. Langer ** considered it as much a question of method as of 
materials used. The Committee of the German Dermatological Asso- 
ciation *t thought the charge against arsphenamine unproved. They 


34. Hanssen, Olav: Acta med. Scandinav, 53:748, 1920. 

35. Marburg, O.: Wien. med. Wehnschr. 73:616, 1923. 

36. Levin, B.: Dermat. Ztschr, 52:296, 1928. 

37. Langer, Erich: Miinchen. med. Wehnschr. 73:1782, 1926. 

38. Lederman, R.: Urol. & Cutan. Rev. 29:1 (Jan.) 1925. 

39. Spitzer, Ludwig: Miinchen. med. Wchnschr. 74:636, 1920. 

40. Scholtz, W., and Willmer: Arch. f. Dermat. u. Syph. 132:151, 1921. 

41. Fleischmann, R.: Deutsche Ztschr. f. Nervenh. 70:177, 1921. 

42. Redlich, Fritz; and Steiner, Paul: Wien. Arch. f. inn. Med. 15:163 (Feb.) 


43. Pette, H.: Ztschr. f. d. ges. Neurol. u. Psychiat. 62:30, 1920. 
44. Bruhns, C.: Med. Klin. 23:233, 1927. 
45. Schamberg, in discussion of Pusey, W. A.: Atlantic M. J. 28:196 (Jan.) 


46. Baketel, H. Sheridan: M. Times 54:15, 1923. 
47. Langer, Erich: Med. Klin. 23:835, 1927. 
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said, too, that the opinion that suppression of secondary skin symptoms 
effects immunity is purely conjectural. Bruhns,** in 1927, expressed 
doubt that arsphenamine is responsible for any increase in aortitis. 
Others taking this side of the issue were Kolle and Laubenheimer,** 
Levin,*® Scholtz-Sadebeck and Wolfgang,*® Moore and Kemp,’* Jahr- 
reiss,°° Fordyce,®? and Fildes, Parnell and Maitland.** Iron- 
side ** expected arsphenamine to cause a decline of neurosyphilis ; he 
stated positively that neurosyphilis as seen by the neurologist is less 
severe now than formerly. 

Brocq *' spoke inferentially against the spirocheticidal properties of 
modern therapy and deplored, at least by .implication, the dangers in 
its use. While not arguing against modern therapy, several authors 
discussed the accidents and alarming early and late reactions to all the 
modern drugs, particularly the arsphenamines; for example, there is 
Shivers * on bismuth, Wright °° on eruptions due to mercury, and 
Rosen and others ** on the nitritoid crisis. Numerous articles deal with 
neurorecurrences, dermatidides and encephalitis, and injuries to the 
kidneys, liver and eyes. The apparent futility of modern therapy in 
advanced neurosyphilis, with its danger, is used as an argument against 
it. Sachs ** and Dercum,* seemed to take this view. 

Stokes,°° Leredde and Jamin,** Nichols,** Guy,** Moore and Keidel,®™ 
and Stokes and Cathcart“ effectively refuted this objection. They 
showed mortality due to arsphenamine to have fallen from around 1 to 
3,777 injections during 1910 to 1913, to 1 in 21,000 during 1916 to 1924. 


48. Kolle, W., and Laubenheimer, K.: Deutsche med. Wehnschr. 58:3, 1927. 
49. Scholtz-Sadebeck and Wolfgang: Arch. f. Dermat. u. Syph. 147:537, 1924. 
50. Jahrreiss, Walter: Ztschr. f. d. ges. Neurol. u. Psychiat. 89:534, 1924. 

51. Cheng, Mingshen: Arch. f. Dermat. u. Syph. 149:256, 1925. 

52. Fordyce, John A., and Rosen, Isadore: Tr. Sect. Dermat. & Syphilol., 
A. M. A,, 1921, p. 73. 

53. Fildes, Paul; Parnell, Roderick S. G., and Maitland, H. B.: Brain 41:255, 
1918; also in Med. Res. Com. Sp. Rep. Series, 1920, no. 45. 

54. Ironside, Redvers: Brit. J. Ven. Dis. 3:273, 1927. 

55. Shivers, Charles H. de T.: Clinical Value of Bismuth in Treatment of 
Syphilis, Arch. Dermat. & Syph. 10:414 (Oct.) 1924. 

56. Wright, Carroll S.: Mercurial Eruptions, Arch. Dermat. & Syph. 10:507 
(Oct.) 1924. 

57. Rosen, Isadore; Muller, E. F., and Myers, C. N.: Studies on Complex 
Nitritoid Crisis After the Intravenous Administration of Arsenicals, Arch. Dermat. 
& Syph. 10:316 (Sept.) 1924. 

58. Sachs, B.: Intravenous Use of Arsphenamine in Syphilis of Nervous 
System, Arch. Neurol & Psychiat. 1:277 (March) 1919. 

59. Dercum, Francis X.: Functions of Cerebrospinal Fluid with Special 
Consideration of Spinal Drainage and Intraspinal Injections of Arsphenamized 
Serum, Arch. Neurol. & Psychiat. 3:230 (March) 1920. 

60. Stokes (footnote 13, p. 348). 

61. Quoted by Stokes. 


62. Stokes, John H.: 
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The social importance of lessening the infectivity is not to be over- 
looked. Stokes ®* said that in Denmark, Norway and Sweden syphilis 
is very much on the decrease. Jadassohn® stated the belief that the 
disease is on the decline in Germany. These authorities explained this 
decrease as being due to the effectiveness of modern treatment, if not 
curatively, presumably at least in diminishing infectiousness. 


THE PRESENT SERIES 


In presenting the observations in the 192 cases within the data here 
tabulated, my purpose is twofold: (1) to record, for their general 
value, the statistics derived from a fairly representative cross-section 
of syphilis, largely from the social and clinical standpoints; (2) by 
means of these statistics, as far as possible, to throw light on the ques- 
tion of the advantages and disadvantages of modern therapy. 

To facilitate comparisons, the material is arranged in tables bor- 
rowed freely from the literature. I make special acknowledgment to 
Stokes’ recent textbook which, it seems to me, is a rare combination of 
simplicity, exhaustiveness and readability. I owe much, also, to the 
excellent shorter textbook by Hazen. 


In preparing the tables, the cases of inadequately treated and 
untreated patients were considered separately. As no significant dif- 
ferences were discovered, however, they were combined in all the 
tabulations. 


At this point it may be wise to explain that some of the physical 
and most of the laboratory observations were made after treatment had 
been instituted. In most of the hospital cases, tests of the spinal fluid 
and other laboratory work, except Wassermann tests of the blood, 
were done subsequent to more or less treatment. But in each case 
diligent effort was made to relate the observations to the condition on 
admission. A few negative results may possibly be due to previous 
treatment ; but there is no evidence that positive results were influenced 
by treatment unless slightly favorable in a few cases. In short, the 
pathologic condition that was indicated by positive reactions, except 
in asymptomatic cases, was that suggested by other symptoms on 
admission. 


It will be observed that this series is divided into eight major 
groups, lettered from A to H. Group A, neurosyphilis, represents 42.1 
per cent of all cases, and because of its preponderance is carried in 
most of the tables for comparative study. 


Personal communication to Dr. H. N. Cole. 


63. Jadassohn, J., quoted by Committee deutsche dermatologische Geschellschaft 
(footnote 31). 
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Tables 1 and 2 show the sex, color, treatment and ages of the 
patients observed. They were the usual type of patients coming to 
the hospital and the private clinics. There were 167 white and 25 
colored patients; 149 had received no treatment, and 43 had received 
more or less treatment, from simple cauterization to several injections 
of the arsphenamines, but unsystematically. The ages averaged 38.5 
years, the extremes being 69 and 6, respectively. Between the ages 
of 25 and 45 there were 112, or 58 per cent, which was rather higher 
than Pedersen ** showed in his series between 25 and 39 years, which 
was 39 per cent. However, these being late cases the additional five 


Tas_e 1.—Race and Sex of Patients Observed 


Race Male Female Total 


This Series, Pedersen’s Series, 
M F M PF Total Per Cent Per Cent 
Treatment 
Inadequate........ 29 7 7 43 nd 
Ages 
Oldest..... 69 67 53 50 
Number in Age Groups 
To 2 years........ : ll 1 1 16 8.3 37.1 
2% to 45 years...... 538 37 6 11 112 58.0 39.0 (25 to 30 years) 
Over 45 years...... 40 18 4 2 64 33.3 17.0 (40 to 59 years) 
Duration of Infection Years 


years makes the discrepancy rather small. In the case of longest dura- 
tion, the infection had been present for forty-five years, while four 
years was the shortest and fifteen and eight-tenths years the average 
duration. 

In table 3 the intervals from infection to symptoms are compared 
with the figures by Cheng ** and White.® In this series, symptoms 
began within ten years in 50 per cent of cases, while Cheng showed 
63.5 per cent and White only 25 per cent. By the fifteenth year the 
figures stood at 82, 81.8 and 61 per cent, respectively. 


64. Pedersen, Victor C.: Urol. & Cutan. Rev. 29:136 (March) 1925. 
65. White, Charles S.: A Statistical Study of Syphilis, J. A. M. A. 63:459 
(Aug. 8) 1914. 
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In table 4 is shown the distribution of groups BC D and G. These 
contain seventeen, six, fourteen and nine cases, respectively. Two of 
the patients with diseases of the stomach presented symptoms of peptic 
ulcer, and the roentgenograms showed definite filling defects. Both 
recovered symptomatically after the institution of treatment. In the 
third case, nothing was seen in the roentgenograms, and the patient 
did not improve under treatment. Both the cases of disease of the 
kidney cleared up under treatment with neoarsphenamine and bismuth. 
There were six patients with diabetes, none of whom had tabes or 
paresis. In two the blood sugar amounted to 150 and 180 mg. Under 


Taste 3.—The Interval from Infection to Symptoms 


This Series Cheng’s Series White's Series 
(136 Cases), (1039 Treated Patients),* (500 Cases, General), 
Years per Cent per Cent per Cent 


82 61 


* Mucous membranes, skin, nervous system and leukoplakia. 


Taste 4.—Distribution of Groups B, C, D and G 


B. Cardiovascular Syphilis: No. Cases OC. Skeletal Syphilis: No. 


Cases 
Aortic valvulitis............... 2 1 
Aortic aneurysm............... 4 1 
17 6 

D. Viseeral Syphilis: No. Cases G. Ocular Syphilis: No. Cases 
3 Chorioretinitis................. 1 
Liver and spleen............... 4 Optic atropny......ccccccseces 2 
2 Interstitial keratitis........... 1 
9 

u4 


antisyphilitic treatment, without any specific treatment for diabetes, the 
blood sugar became normal after five weeks in one and after fourteen 
weeks in the other. The other patients were treated specifically for 
diabetes. There was one case of Charcot joint. This showed mal 
perforants also, as did three others in the series. The two patients 
with diseases of the lung, representing 1 per cent of the series as com- 
pared with 8 per cent found at autopsy by Carrera, both showed pul- 
monary lesions in roentgenograms ; both have since recovered, apparently 
due to antisyphilitic treatment. One case in group B which was of 
unusual interest showed perforation of the aortic valve. 


66. Carrera, quoted by Stokes (footnote 13, p. 1068). 
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In tables 5 and 6 are given the history of chancre and secondary 
infection, and knowledge of infection. This series shows that 38.4 and 
18.8 per cent, respectively, of men and women, gave a history of 
chanere, which is much below the 82 and 58 per cent, respectively, 
shown by Stokes.** Some authors give the percentage of recognized 


TasLe 5.—History of Chancre or Secondary Infection in Ninety-Two Cases 


Chancre Secondary Infection 
Male Female ‘Total. © Male Female Total 


Per Per Per Per Per Per 

Group Type of Syphilis No. Cent No. Cent No. Cent No. Cent No. Cent No. Cent 
This series, total... an 438 334* 15 58 30.0 49 438.7 15 188 G6 33.33 

A Neurosyphilis... 6 14.3 4 05 DD 10.4 1 13.4 2 03 17 8.8 

3 04 2 0.2 5 3.0 

4 0.5 1 0.1 5 3.0 5 0.6 1 0.1 

4 0.3 ease 2 10 1 0.1 1 0.1 2 1.0 

5 0.6 5 3.0 9 0 wes 9 4.5 

0.1 1 0.1 | ow ds 

B 0.4 1 0.1 4 2.0 4 04 1 0.1 5 3.0 
Cc oe 1 0.1 2 10 3 0.3 2 0.3 5 3.0 
D eee 1 0.1 2 10 3 0.3 1 0.1 4 2.0 
x 14.3 5 06 21 #110 1 «11.6 5 06 18 8.9 
H 3.0 9 45 ll 838 4 05 15 738 


* Stokes gave 82 per cent. 
+ Stokes gave 58 per cent. 
t Stokes gave 40 per cent. 


Taste 6.—Knowledge of Infection in This Series of Cases and in Cases from the 
Literature 


White Colored 


From the 
M., Total, Literature, 
Group Type of Syphilis per Cent per Cent per _ per Cent perCent per Cent 
52.4 61.3 41.6 87 61.0 22.0 
Neurosyphilis.............. 54.0 97.0 66.6 75 64.0 2.1 
1. Taboparesis......... 50.0 100 66.6 
100 50.0 50 90.0 27.5 
> ea 55.5 100 100 poe 37.3 58.5 
4. Cerebrospinal......... 8.2 85.7 50.0 100 724 73.0 
5. Vasculomeningeal]........... 33.3 12.5 
6. Asymptomatic neurosyphili 66.6 100 oak 75.0 
B Cardiovascular 100 100 64.7 49.0 
75.0 100 83.3 36.0 
D 23.5 66.6 100 
63.0 77.0 66.6 68.8 63.0 
FP Other forms 0 0 
G 65.6 75.0 c 100 6.6 27.1 
70.0 42.3 0 55.8 19.0 


chancre in tabes and paresis as low as from 1 to 3 per cent, as against 
6 per cent in this series. The total percentage of recognized secondary 
infections is 33.3 as against the 40 per cent shown by Stokes. Knowl- 
edge of infection in this series was present in 61 per cent of all cases 
and was high in female patients. The figures taken from the literature 


67. Stokes (footnote 13, p. 432). 
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are composites of the estimates made by several authors,® so calculated 
in order to try to find a reasonably accurate ratio. Thus, 22 is the per- 
centage of patients who had knowledge of their infection, a much lower 
figure than that in the present series. This obtains in practically all 
the groups, except tabes. Wile and Elliott °° found that 52.5 per cent 
had knowledge of infection, which more nearly approached my figures. 
My observations suggest the definite presence of early mild symptoms, 
which seems to bear out the belief of some writers that early mild 
symptoms herald late neurosyphilis. 

Table 7 gives the average duration of the infection as fifteen and 
eight-tenths years. There was little difference between male and female, 
or between whites and colored patients. The same may be said as to 


TaBLe 7.—Average Duration of Infection and Interval to Onset of Symptoms 
in 120 Cases 


Interval to 
i Duration of Onset of Classifiable Interval 
Infection, Years Symptoms, Years 
White Colored White Oolored from the 
Group Type of Syphilis M. M. Total M. FP. M. *F. Total ture Ouases 
This series, total......... 17.2 148 15.6 15.7 15.8 18.9 12.0 13.1 12.7 128 124 120 
A Neurosyphilis............ 18.0 14.0 15.1 120 1448 112 94 112 80 100 1380 2 
16.5 313.0 11.0 130 184 10.9 98 60 105 93 78 9 
22.3 18.0 16.0 .... 188 1449 130 1440 .... 14.0 5.5 12 
a 4. Cerebrospinal....... 10.2 186 18.5 110 183 5.7 88 1839 55 85 .... 21 
cece cooe cece cece cece WS 1 
6. Asymptomatic 
Cardiovascular.......... 16.9 155 16.0 18.0 164 12.8 13.2 15.0 160 14. - 
7 
0 
6 
29 


the interval until the onset of symptoms, which averaged twelve and 
eight-tenths years. This average conforms to that found in the litera- 
ture,”° which is twelve and four-tenths years, but there the agreement 
ends. Wile and Elliott,*® whose figures are included in compiling the 
average from the literature, found ten years to be the average in their 


68. Stokes (footnote 13, p. 821). Nichol, H.: Brit. J. Ven. Dis. 1:133 and 
225, 1925. Hubert, George: Miinchen. med. Wehnschr, 62:1314, 1915. Collins, 
Joseph: Syphilitic Diseases of the Nervous System, J. A. M. A. 54:1349 
(April 23) 1910. Woldrich, A.: Wien. Arch. f. inn. Med. 15:141, 1928. Wile, 
Udo J.: Physician & Surg. 35:193, 1913. Fischer-Ascher, Marie: Med. Klin. 
22:1991, 1926. White (footnote 65). Jungmann and Hall (footnote 32). 

69. Wile, Udo J., and Elliott, Joseph A.: A Critical Study of 120 Cases of 
Late Syphilis, J. A. M. A. 67:1917 (Dec. 23) 1912. 

70. Mattauschek, E., and Pilez, A.: Ztschr. f. ges. Neurol. u. Psychiat. 15:608, 
1913. Cheng (footnote 51). Wile and Elliott (footnote 69). Jungmann and 
Hall (footnote 32). Hazen (footnote 28). Marburg (footnote 35). 
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series, and accounted for the long interval on the basis of the inclusion 
of cases of disease of the nervous system. In contrast, this series 
shows the interval to onset in group A as ten years, a shorter interval 
for neurosyphilis than for cases belonging to that group in Wile and 
Elliott’s series, while several authors combined place an estimate of 
thirteen years for neurosyphilis. The percentages of the six types of 
group A lesions is computed on eighty-one cases of neurosyphilis. On 
the surface, those comparisons which are made with cases in which 
treatment was given suggest a point against modern treatment. The 
difficulty seems to be in the basis of calculation by the different authors. 

Table 8 has more bearing on the question of treatment. The inci- 
dence of neurosyphilis in this series is 42.1 per cent. This harmonizes 


TaBLeE 8.—Duration of Classifiable Symptoms in 136 Cases; Distribution of Cases 


Time Since Olassifiable 


Symptoms Began, Years Distribution 
Distribu- of Cases 
White Colored tionof from the 
No Cases, Literature, 
Group Type of Syphilis M. F. M PF. Total Cases per Cent per 
This series, total............ 3.3 2.8 2.5 3.0 3.0 136 70.8 ithe 
A Neurosyphilis............... 6.8 4.6 3.9 4.0 48 81 42.1 15.6 (tr) 
1. Taboparesis............ 9.1 5.6 74 9 11.1 
2 Paresis..........-++-+0+ 5.6 3.2 5.0 2.5 4.1 10 12.9 15.1 (tr) 
Re 7A 5.6 2.0 48 21 26.0 16.8 (tr) 
4. Cerebrospinal.......... 4.5 48° 46 5.5 4.8 29 35.8 50.8 (tr) 
5. Vaseulomeningeal...... 7.6 wae 76 ~ 7.1 (tr)* 
6. Asymptomatic 
B Cardiovascular............. 3.1 2.3 10 «20 2.1 17 8.9 2.2 (tr) 
30 41 eas 3.5 6 3.1 3.8 (tr) 
Ra 3.0 2.0 4.0 3.0 14 7.3 2.2 (tr) 
42 64 21 3.9 35 18.2 16.0 
F Other cutaneous forms..... 1.0 15 ae 1% 2 10 
85 3.0 2.5 9 4.7 78.0+ 


| 


(tr) Treated | cases. 
* Neurosyphilis. 
+ In heredosyphilis. 


perfectly with Keidel’s ™ observations. In the cases of treated patients 
reported in the literature ™ it is only 15.6 per cent; my series shows 
tabes at 26 per cent as against the 16.8 per cent in treated patients in 
the literature; for vasculo-meningeal syphilis, the present series shows 
9 per cent as compared with 7.1 per cent in the literature; in cardio- 
vascular syphilis the ratio is 8.9 to 2.2 per cent; for visceral syphilis, 


71. Keidel, Albert: Studies in Asymptomatic Neurosyphilis, J. A. M. A. 79: 
874 (Sept. 9) 1922. 

72. Cheng (footnote 51). Blaschko, A.: Berl. klin. Wehnschr. $8:1206, 1921. 
Swift, Homer F.: Am. J. Med. Sc. 152:495, 1916. Schuster, Eulenburg and 
Pette, quoted by Jahrreiss (footnote 50). Lion, Schlossberg, Jadassohn and Ruff, 
quoted by Scholtz and Willmer (footnote 40). Bruhns, C., and Lumme, G.: 
Arch. f. Dermat. u. Syph. 95:367, 1909. Moore, J. E.: Bull. Johns Hopkins Hosp. 
33:231, 1922. Pette (footnote 43). Pedersen (footnote 64). Stokes and 
DesBrisay (footnote 30). Mattauschek and Pilcz (footnote 70, first reference). 
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7.3 to 2.2 per cent, and in cases of tertiary syphilis, 27 to 18.8 per cent. 
In other words, it is shown that the chance for involvement of these 
important structures is much lessened by treatment. In paresis, the 
percentages for treated patients apparently are not lessened by therapy. 
Some other comparisons, such as that for the eye, are not reconcilable. 

Table 9 shows that 63 per cent of the patients on whom Wasser- 
mann tests of the spinal fluid were done gave positive reactions, as com- 
pared with 50.5 per cent in treated patients ; and 98 per cent of group A 
gave positive reactions, as against 54.4 per cent of treated patients. It 
also shows that 93 per cent of the Wassermann reactions of the blood 
were positive, as against the 85.2 per cent estimated in the literature.” 


Taste 9.—Wassermann Reactions of the Spinal Fluid and the Blood in Eighty- 


Wassermann Wassermann 
Reaction of the Spinal Reaction of the 
Fluid, This Series  Litera- Blood, This Series Litera- 


ture, -— 


Posi- Per per Posi- Per per 
Group No.* tive Cent Cent No.t tive Cent Cent 
86 51 63 207 198 93.0 85.2|| 
A 45 48 98 73 75 96.0 
. Taboparesis........... 6 6 100 100.0 6 6 100.0 
- |e 10 10 100 95.9 10 9 90.0 
11 il 100 93.5 21 21 100.0 
4. Cerebrospinal......... 12 8 66 87.6 29 po] 96.0 
5. Vasculomeningeal..... 2 1 5O pre 8 8 100.0 
6. Asymptomatic 
neurosyphilis........ 4 4 100 27.9 4 3 75.0 éten 
B Cardiovascular............ 6 3 50 16 14 88.0 
4 2 6 4 66.0 
D Visceral........... 5 3 60 u 13 93.0 
\ iy 7 2 28 34 32 94.0 10.0 
F Other cutaneous forms.... 1 0 0 2 2 100.0 «ene 
6 1 16 7 6 85.7 
12 30.9 5O 47 94.0 22.0 


* Of 77 reactions of the spinal fluid obtained, 41 were positive (53 per cent). 
+ Of 177 reactions of the blood obtained, 165 were positive (93.2 per cent). The totals 
given in the tables differ from these figures due to the fact that the patients are listed under 
more than one classification. 

t Treated patients. 
|| Untreated patients. 


This high percentage of positive Wassermann reactions of the blood 
undoubtedly is due to the disposition still existing in public clinics 
not to accept a patient as syphilitic until proved so by the Wassermann 
test of the blood. 

In table 10 (from Stokes ™*), is compared the Wassermann reaction 
of the blood and the spinal fluid. In these cases negative reactions to 
both tests occurred in 9 per cent while Stokes showed a negative reac- 
tion in 47 per cent of treated patients. 


73. Keidel (footnote 71). Hazen (footnote 28). Levin (footnote 36). Gilbert, 
Ruth: and Moore, Anna C.: Am. J. Syph. 9:160 (Jan.) 1925. Wile, Udo J. 
and Marshall, C. H.: Visceral Syphilis, Arch. Dermat. & Syph. 3:272 (March) 
1921. Stokes (footnote 13, pp. 367 and 737). Schreus, H. T., and Napp, V.: 
Dermat. Ztschr. 51:321, 1927. Decker, H. B.: Am. J. Syph. 11:129 (Jan.) 1927. 
74. Stokes (footnote 13, p. 112). 
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The Wassermann reaction of the spinal fluid and the percentages 
of cells, globulin and colloidal gold, not tabulated here, were nearly 
parallel with those of Hazen.” 


Tas_e 10.—A Comparison of the Wassermann Reaction of the Blood and the 
Spinal Fluid 


Combined 
Negative Wasser- 
Wassermann Late Syphilis, mann Reaction of the 
Blood and the Spina) 
Stokes (Fordyce Fluid in Treated 
Blood Spinal Fluid oat Brown) and Rosin) This Series Patients (Stokes) 
Positive Negative 23 22 38 = 
Negative Negative 18 16 9 47 
Positive Positive 18 48 48 xe 
Negative Positive 41 14 5 


TaBL_e 11.—Comparison of Symptoms in This Series of 192 Cases with Those in 
Two of Railroad Men Each 


Stokes’ Series 
This Series, First, Second, 
per Cent per Cent per Cent 

Positive reaction of the spinal fluid.......... 68 of77 tests 6.0 79.0 
Syphilis of the centra] nervous system......... 42.1 79.5 83.0 
Cardiovascular tertiary syphilis................. 8.9 18.7 2.0 
Positive Wassermann oe of the blood.. 98.0 43.0 42.0 
h 7200f112men 75.0 61.0 
16.00f112 men 36.0 33.0 
5 57.0 
72.0 78.0 75.0 
13.0 80.0 73.0 

Symptoms appearing from 6 to 20 years after 
Per cent of patients infected by 32 years...... 92.0 91.0 81.0 
Sterile or pathologic marriages................. 70.0 of 84cases 44.0 50.0 
Age on entry—from 2 to 40 years.............. 34.0 32.0 36.0 
Headaches and pains 16.0 16.0 
14.0 16.0 
Diptopia POOF VISION. .. 10.0 14.0 10.0 
4.0 8.0 4.0 

Objective Symptoms 

Positive Romberg reaction..................0005 13.0 38.0 42.0 


In table 11 (from Stokes **) is given an interesting comparison of 
the symptoms in this series with those shown by Stokes in two groups 
of railroad men. In this article Stokes called attention to his previous 


75. Hazen (footnote 28, p. 353). 
76. Stokes (footnote 12). 
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impression that occupation is an important factor in neurosyphilis, an 
impression which a study of these cases apparently changed. This series 
consists of men, women and children of divergent occupations. The 
42.1 per cent of neurosyphilis shown in this series is high, but it is 
strikingly less than the 79.5 and 83 per cent shown among the railroad 
men, 

In table 12 (from Stokes") certain observations in cardiovascular 
syphilis and neurosyphilis are contrasted with those of Stokes. 


TasBLe 12.—Cardiovascular Syphilis with Neurosyphilis 


This Series 
(17 Cases), Stokes’ Series, 
per Cent per Cent 


Recognized neurosyphilis............cccccesccccecces 76 54 of 190 cases 

23 
88 


Positive Wassermann reaction of the blood...... 6 of 47 cases* 
Positive Wassermann reaction of the spinal fluid 50 of 6 cases 2 
GE 64 of 13 cases 67 of 56 cases 


of eardio- 
neurosyphilis 


* Not neurosyphilis. 


TABLE 13.—Fertility, Births and Children 


Barthol- 


This Series of 90 Patients, omew’s 
White Colored (Stokes) 


(66), (24), Total, Total, 
per Cent per Cent per Cent per Cent 


Premature and still births and abortions.......... 38 42 42.0 82 
Deaths of viable infants (to the tenth day)........ 8 6.3 2.3 1 
33 29 34.4 
Having living syphilitic children...................0 88 29 38.0 


Gammeltoft: Syphilitic parents with syphilis-free children. 
Parents untreated, 3.5 per cent of children free from syphilis. 
Parents treated, 20 per cent of children free from syphilis. 


The principal value of this table is to show the singular similarity 
of observations on the spinal fluid, even in so small a number of cases 
as mine, when compared with the larger number in Stokes’ series. 
Table 13 reveals that the combined loss of children at birth by these 
syphilitic patients was 42 per cent. Bartholomew ** showed that in 
treated patients the loss is only 32 per cent. Gammeltoft showed that 
in untreated patients only 3.5 per cent of the children born are syphilis- 
free, while in treated patients 20 per cent of the children are free. 
Limitations of time and space preclude more detailed comments on 
these figures. As a faithful record of actual cases they reveal several 
interesting facts. One is that these patients continued for an average 


77. Stokes (footnote 13, pp. 825 and 827). 
78. Stokes (footnote 13, p. 1057). 


; 
. 
| 


NORRIS—ANTISYPHILITIC THERAPY 999 


period of three years after the onset of classifiable symptoms (table 8) 
before a diagnosis of syphilis was made. In the light of 93 per cent 
of positive Wassermann reactions, one may suspect that the wholesome 
suspicious alertness advocated by Stokes is not yet universally practiced. 


SUMMARY 


Some objections to modern antisyphilitic therapy are stated, followed 
by a review of the opinions of various authors for and against the 
modern methods. The statistical record of 149 cases of untreated and 
43 inadequately treated patients is next presented and analyzed. 


CONCLUSIONS 
It is difficult to draw conclusions further than that: 


1. These cases forcibly demonstrate that untreated syphilis is still 
a serious malady, and that particularly grave damage to the visceral, 
vascular and nervous systems is almost inevitable in the absence of 
treatment. 

2. Comparing whenever possible the results in treated patients 
with those shown in this series, it seems clear that modern treatment, 
with all its disadvantages and with all its failures, is nevertheless of 
great value in the control of this disease. 


244 Lincoln Avenue. 


ABSTRACT OF DISCUSSION 


Dr. Witz, Ann Arbor, Mich.: It is difficult to draw conclusions as to the 
efficacy of the modern therapy for syphilis from the experience gained from the 
literature. In the first place, not only are methods of treatment radically, and in 
some instances, fundamentally, different from different sources, but there is a 
great degree of variability in the estimation of the criteria of cure. In perhaps 
no other disease are dogmatic utterances more dangerous. In practically all other 
chronic diseases, such as tuberculosis and leprosy, one can lay down specific 
axiomatic rules for treatment which, with but few exceptions, will apply to the 
vast majority of patients treated. Statistics, therefore, are far more valuable in 
estimating curative remedies in these groups of diseases. In syphilis, routine treat- 
ment is quite apt to be fraught, in my opinion, with danger. In these days of 
laboratory diagnosis, too often is the disease treated, or the biologic reaction 
more specifically, to the neglect of the person carrying it. Emphatically stated, 
in no disease, I think, is it more important for the patient to be treated than in 
syphilis. Except for a few basic fundamental principles, the therapy and manage- 
ment of syphilis is always an individual problem. Duration of the infection, age, 
presence of other diseases, and, more importantly, the social status of the patient 
are factors which call in each instance for great variation in therapeutic procedure. 

Turning now to the criteria of cure for syphilis, from the standpoint of the 
pathologic laboratory it can be stated that absolute cure, except in those cases in 
which energetic treatment has resulted in practical abortion of the disease, is 
impossible. No disease which involves tissue destruction and results in cicatriza- 
tion and fibrosis can result in restitution. To the pathologists, therefore, the most 
that can be said of syphilis is, that, like tuberculosis, it has been arrested. For us 
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as clinicians, the criteria of cure are somewhat different. Clinical experience has 
shown that after many years under favorable conditions, energetic treatment, 
intelligently directed results in freedom from symptoms, freedom from recur- 
rences and nontransmisability of the disease. These are not new, but they are 
sound criteria for clinical cure. 

My own views are that modern syphilitic therapy, coincident as it is with the 
whole problem of syphilis, has resulted in the uncovering of enormous numbers 
of occult cases. That modern syphilitic therapy is more protective and that 
syphilis is under infinitely better control than it was previously, I am also con- 
vinced. The day is far too young, however, to determine the ultimate effects of a 
treatment which is still less than two decades old. That the whole problem is still 
in a fluid state and should be viewed with an open mind is perfectly evident when 
one considers that each year newer and more or less improved methods are 
proposed. Axiomatically, I think one thing will be established as the result of 
such studies as Dr. Norris has put forth, that even in the majority of instances 
the late sequelae of syphilis constitute an indictment against ineffective treatment 
in the early period. The vast majority of late accidents in syphilis can be shown, 
at least in my experience, to belong either in the group of those patients who had 
no treatment whatever, in whom the syphilis was unsuspected, or in whom treat- 
ment was grossly inadequate. 


Dr. JADASSOHN, Zurich: In the Zurich Clinic we have attempted to examine 
as many as possible of those patients who had been under antisyphilitic treatment 
in 1916, 1917 and 1918. It would take too much time to give you the results of 
these investigations in detail. The majority of the patients were insufficiently 
treated according to our opinion today, and some of them had received only a few 
injections because they did not appear for further treatment. 


In our material, consisting of only 136 controlled cases, thirteen showed clinical 
symptoms which were surely syphilitic. It is especially interesting that we have 
seen no patient with a gumma. If one considers all patients with syphilitic symp- 
toms and not only such with clinical symptoms, 52 of the 136 patients were 
not cured. In other words, 1 in every 2.1 patients still showed signs of syphilis. 
Fifty-five of the 136 patients began treatment in the primary or secondary stage of 
the disease and had received a total of more than 6 Gm. of neoarsphenamine. In 
this group, 3 patients had clinical symptoms and 12 evidenced syphilitic mani- 
festations of some kind; that is. 1 in every 4.5 patients still showed signs of 
syphilis. These investigations will be published very soon by Elsa Ioos, F. 
Vogelsanger and myself. 


Dr. BrunstinG, Rochester, Minn.: In comparing treated and untreated cases 
of syphilis, it is our usual plan to classify as untreated all patients who have had no 
drugs administered of a specific nature. Some of these untreated persons surprised 
us by their apparent freedom from the late manifestations of the disease, despite 
a history of syphilis of many years’ standing. A search for other factors often 
reveals a record of previous intercurrent infection such as pneumonia, typhoid 
fever, erysipelas or malaria. Considerable evidence is accumulating as to the 
favorable influence of nonspecific therapeutic measures in the resistant types of 
syphilis, particularly in regard to inoculation malaria in paresis and neuro- 
recurrence. It may be in order, therefore, to review the cases of our so-called 
untreated patients with an eye to nonspecific measures which may have had an 
innocent effect toward bolstering the resistance mechanism, thus bringing about 
a relative immunity in regard to the syphilitic infection. 
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Dr. Cannon, New York: I think that the possibility of cure in syphilis 
depends on the stage of the disease in which one sees the patient. Dr. Kyrle 
claimed that if treatment was started before the third week after the appearance 
of the chancre, that practically 100 per cent could be cured by arsphenamine alone, 
and I believe this to be true. After all, I think that it is of only theoretical 
importance to argue that a patient is or is not cured of syphilis so long as he 
remains serologically negative and clinically free from all symptoms of the 
disease. 

In the last three years, I had two patients with secondary syphilitic lesions, for 
whom the Wassermann reaction and clinical observations have been negative for 
syphilis for several years, to meet with a accidental death. The postmortem 
examinations revealed no evidence of this disease in any of the organs. A third 
patient I had treated with Dr. Fordyce seven years previously for an abortive 
syphilis. He had only a chancre and a positive dark-field examination, but no 
glandular enlargement or other evidence of secondary syphilis, and the Wasser- 
mann reaction was persistently negative. At that time he received twelve injec- 
tions of old arsphenamine and fifteen of mercury salicylate, without interruption. 
The Wassermann reaction remained negative. In June, 1929, he consulted me for 
two large ulcerations of the posterior wall of the pharynx of two weeks’ duration. 
He brought in three reports of negative Wassermann reactions from separate 
laboratories, and one test made in my laboratory showed a negative reaction as 
also did the Kahn precipitation test. Three days after an injection of neo- 
arsphenamine, the Wassermann reaction was 3 plus with cholesterinized and 
alcoholic antigens and also with the Kahn test. The lesions rapidly healed under 
antisyphilitic treatment. 

Dr. Norris, Youngstown, Ohio: One discussant brought out the fact that the 
presence of some intercurrent condition occasionally acts in the nature of what 
might be termed vicarious treatment, the result of one kind of infection or 
another. I wonder in this connection whether I have not seen exacerbations of 
syphilitic processes in the presence of such things. 


PARENTERIC APPLICATION OF PHENOL IN 


DERMATOLOGY 


PRELIMINARY REPORT * 


PRIVATDOZENT J. A. MATUSIS 
AND 


ASSISTANT DR. A. N. PAVLOV 
ODESSA, RUSSIA 


In this communication, which is of a preliminary nature and there- 
fore bears no claim either to completeness of statement or to any definite 
and final deducations, we shali present the results obtained by us from 
injections of phenol in a number of cases of skin disease. This method 
of treatment, used by us for a period of more than three years in 486 
patients, in our opinion deserves interest and more extensvie study. 
Before describing the methods of application and the results obtained 
by us, we shall say a few words about phenol itself. 

Phenol was discovered first by Rtinge in 1839 in coal tar, and 
then was obtained in a chemically pure state by Laurent in 1840. It 
represents an aromatic substance and is derived directly from benzene 
(C,H,) by the replacing of one hydrogen ion by the hydro-acid group 
(C,H,OH). Consequently, it is not an acid. Pure phenol crystallizes 
into long colorless prisms and melts at a temperature of from 40 to 
42 C., whereas it boils at a temperature of 183 C. and has a specific 
gravity of 1.084 at 0 C. 

Phenol may be diluted in fifteen parts of water at a temperature of 
20 C., forming a transparent neutral liquid; it is easily diluted in 
alcohol, ether, chloroform, glycerin, sulphuric carbon and pungent alkalis. 
In its crystalline state phenol greedily absorbs water. On the addition 
of 10 per cent of water, phenol is turned into a liquid. Studying the 
question of the influence of phenol on bacteria, Lemaire, in 1864, pointed 
out its antiputredinous properties and its suitability for the preservation 
of corpses, and suggested the possibility of its therapeutic application. 
In 1867, Lister based his method of the antiseptic treatment of wounds 
on the application of phenol. At the same time, Buchholz studied the 
effect of phenol on fermentation processes, while Neumann introduced 
the application of phenol in parasitic diseases. In studying the effect 
of phenol on bacteria, we found that staphylococci die within from 


* Submitted for publication, Nov. 26, 1929. 
* Read before the Odessa Dermatological Society, Oct. 13, 1929. 
*From the Clinic for Cutaneous and Venereal Diseases of the Odessa State 
Medical Institute (Prof. S. S. Jakovlev, director), and the Central Workmen's 
Polyclinic (G. I. Landesman, chief Physician). 
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twenty to twenty-five minutes when 1 per cent solution is applied, within 
ten minutes in 1.25 per cent solution and within five minutes in 1.5 per 

cent solution. Cholera vibrios are killed in 1 per cent solution within 

forty minutes, and in 1.5 per cent within fifteen minutes. According 

to Cooper, under similar conditions pest bacilli die in 7 per cent solution, 

diphtheria bacilli in 5 per cent solution, Bacillus coli in 8 per cent solution 

and Staphyloceccus pyogenes-aureus in 10 per cent solution. 

It should be noted that, as shown by Koch, solutions of phenol in 
alcohol and oil do not possess any disinfectant properties. On the other 
hand, if some common salt or any other salts such as calcium chloride, 
calcium chromate or ammonium chloride are added to the solution, they 
increase the disinfectant properties of phenol. This is explained by a 
number of investigators (Spiro, Scheurlen, Bruhns) by the fact that 
when salt is added, the solution of phenol in water diminishes and is 
evidently better absorbed by the lipoids of the cells. Consequently, the 
disinfectant properties are increased. 

Phenomena observed after the skin is coated by a concentrated 
solution of phenol are characterized by the skin turning white, which 
color quickly disappears, giving place to redness. Exudation may not 
be observed. Subjective sensations are at first a smarting pain followed 
by anesthesia, while the skin around the coated spot becomes acutely 
sensitive. Further, the white stain becomes dull red and then white 
again, surrounded by a white border which disappears gradually. After 
that the skin coated with phenol falls off. 

Phenol is very easily absorbed and is mostly excreted in the shape 
of alkali salts of phenosulphuric and phenoglycerin acids, while the 
minor part is excreted by the urine as hydroquinonsulphuric acid, dyeing 
the urine dungreen or black. With regard to the time of excretion of 
phenol, Kunkel * says that in fifteen minutes after the introduction of: 
phenol, the urine gives a distinct reaction to this drug. In four or five 
hours the greater part of the phenol is excreted, and in from ten to 
twelve hours only slight traces of it may be discovered. Other authors 
estimate the time needed for the excretion of phenol at eight hours, and 
some even at twenty-four hours. 

In our method of applying phenol, we found traces of it in the 
urine within twenty-five minutes, and were able to identify it eighteen 
hours after its application. Phenol is also excreted by all the mucous 
membranes ; in dogs poisoned by phenol it is excreted by the saliva, by 
the tearducts and by the mucous membrane of the lungs, which often 
results in bronchopneumonia, sometimes even ending in death. When 
sufficient doses of phenol were taken by men, similar bronchopneumonia 
was observed. 


1. Kunkel, A. J.: Handbuch der Toxikologie, Jena, G. Fischer, 1899, p. 529. 
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As we are at present interested in the question of the parenteric 
application of phenol, we shall not discuss the other methods of its 
application. Heubner insists on the expediency of giving injections of 
phenol in his work (Deutsche Klinik, vol. 7) consecrated to the study of 
methods enhancing the successful destruction of streptococci in cases in 
which these organisms located in the larynx have already caused consider- 
able defects of the mucous membrane and in which the disease cannot 
be cured by ordinary methods of treatment. He points out that accord- 
ing to his observations this parenteric method of introducing phenol 
gives, in the majority of cases, a satisfactory therapeutic effect. On the 
basis of his observations, Heubner states that even if this parenteric 
method of introducing phenol does not always lead to complete destruc- 
tion of streptococci, it at all events considerably decreases their vitality. 
in Heubner’s opinion, the aim of this method of treatment is not a local 
effect on diphtheroids, but the introduction of a liquid which would 
penetrate through the lymphatic vessels into the submaxillary glands; 
i. e., the antiseptic substance introduced should go the same way as the 
streptococci and destroy them on coming in contact with them. Heubner 
recalls the fact that he offered this method in 1886 and applied it with 
much better results than other methods of treatment. He generally 
injected a 3 per cent solution of phenol twice a day up to 0.5 cc. When 
the skin turned brown, he suspended these injections. 

The author assumes that the necroses which he observed then did 
not result from local injections, as necroses sometimes occurred in 
places in which no injection had been made. At any rate, his observa- 
tions showed him that these necroses were not of a grave nature. 

According to Lewin, parenchymal injections (a dose consisting of 
two syringefuls of 2 per cent solution of phenol) are recommended in 
cases of tumor albus of the knee joint. These injections are generally 
made into the central part of the joint every two or three days, so that 
the needle touches the surface of the joint. According to Lewin, this 
method of treatment may likewise be successfully applied in cases of 
subacute swelling of the glands, as well as in cases of bubos in the groin 
and in the thigh; the pain generally becomes less acute, the redness and 
swelling decrease, and finally the bubos entirely disappear. There are 
also many other reports on the successful application of phenol in cases 
of osteomyelitis hyperplastica granulosa (the beginning of caries of 
bones previous to the formation of pus) by introducing into the bone 
canal from one to two Pravaz syringefuls of the drug. In cases of 
hydrocele, about 7 cc. of a 2 per cent solution of phenol is injected 
after puncture directly into the tunica vaginalis, with good results. The 
application of phenol in cases of hemorrhoidal piles (the injection of 
from 2 to 5 drops of phenol with glycerin into every pile) results, accord- 
ing to some authors, in contraction of the pile. 


oer. 
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Pursuing the question of methods of application of phenol, Poulsson 
points out that it is applied in the form of injections in cases of bone 
and joint tuberculosis, in lymphadenitis, and in cases of beginning 
furuncles, a 2 per cent solution of phenol being used in the latter cases. 
These data, based on the antiseptic, antifermentative and antiparasitic 
influence of phenol, caused one of us (Matusis) to wonder whether 
this parenteric method of injection of phenol might not be applied in 
some cases of cutaneous disease. At present we find it possible to 
communicate the results of our observations, which have been carried 
on for more than three years on patients of the Clinic Dispensary and 
on patients of the Central Workmen’s Polyclinic, comprising in all 
486 cases. 

The method of treatment was as follows: As has already been 
mentioned, the injections were made into the muscles in the region of 
the external upper quadrant of the buttocks. A 3 per cent solution of 


Results of Treatment 


Cured Improved No Alteration Aggravation 
Num- Num- Num- Num- Num- 
ber ber ber ber ber 

of Pa-of Pa- Per of Pa- Per ofPa- Per ofPa- Per 

Kind of Disease tients tients Cent tients Cent tients Cent tients Cent 
St 78 9 ll 13 
Hydro-adenitis, unilateral........ 27 33 12 45 6 22 


Hydro-adenitis, bilateral.......... 


Inguinal uleeromembranous bubo 10 pe) 1 10 3 30 3 30 


phenol was used, being introduced every second day. The first injection 
consisted of 1 cc., the second of 2 cc. and the third of 3 cc. of the 
solution, 3 cc. being injected every other day after that. On the average, 
from fifteen to twenty-five injections were made, as required. From 
time to time, the urine was examined for albumin and sediment. The 
results of this treatment in our 486 cases are presented in the accom- 
panying table. 

Among 486 patients we found only three in whom albumin and 
sediments continued to be present in the urine, which induced us to 
suspend the application of phenol. In all the remaining cases no kidney 
trouble ensued, nor did we observe any reaction, either general or local. 

It may be seen from the table that our best results were obtained 
in cases of acne pustulosa in which there were 78 per cent of cures, 
9 per cent of improvement and only 14 per cent of unsatisfactory results. 
In these eleven cases, we later effected a cure in two by means of 
opotherapeutics (ovarian and thyroid preparations), while in the remain- 
ing nine we failed to obtain any results, though we applied a number 
of other methods after failure to effect a cure with phenol. Further, 


14 By) 3 21 6 42 os on 
Furunculosis 217 150 61 60 24 37 15 
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we obtained no less favorable results in cases of furunculosis in which 
only phenol was applied; no external treatment with the exception of 
indispensable antiseptic bandages had been used. Satisfactory results 
were also obtained in cases of pyoderma. Cases of hydro-adenitis, 
bubos (soft chancre) and sycosis vulgaris showed less satisfactory 
results. 

As a result of our observations, we believe that phenol should be 
injected in cases of cutaneous disease of streptococci or staphylococcic 
origin. It seems to us that a medicine which gives comparatively good 
results, is absolutely painless, produces no infiltrations, leads to no 
complications (these occurred in only three of 486 cases) and is cheap 
and easily applicable has a right to take a proper place in the therapy 
for a number of cutaneous diseases, and deserves further study. 
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LIV—THE RELATION OF THE ENDOCRINE GLANDS 
TO THE GROWTH AND DISTRIBUTION OF HAIR 


A REVIEW OF THE LITERATURE * 


ZOLA K. COOPER, Pu.D. 
Research Fellow in the Department of Dermatology, School of Medicine, 
Washington University 
ST. LOUIS 


Within the past thirty years a new field of biology, endocrinology, 
has been developed, and its growth has been so rapid that its influence 
is now felt in almost every branch of medicine. Dermatology was 
perhaps one of the first fields to be affected by this new influence, for 
even as early as 1893 the results obtained in cases of psoriasis, lupus 
vulgaris and acute eczema by the internal administration of thyroid 
extract were reported by Bramwell.‘ Although since that time there 
has been a continuous and ever increasing interest in the relationships 
existing between the glands of internal secretion and the skin and its 
appendages, the information concerning this relationship is still con- 
fusing. This is especially true of knowledge concerning the relation 
of the endocrine glands to the hair, and since the sources of what 
information there is are widely scattered and in some cases obscure, 
it is hoped that a review of some of the more important literature on this 
subject may be of value. 


THE THYROID GLAND 


H ypothyroidism.—Clinically, disturbances in the growth of the hair 
have been noted in both hyperthyroidism and hypothyroidism. It is 
commonly found that in cases of myxedema which are the result of an 
underfunctioning of the thyroid gland, the hair is characteristically 
affected. Foerster * said, “the hair is thin, dry, lusterless and may be 
prematurely gray. The hair of the scalp becomes scanty and that of 
the pubic and axillary regions and the eyelashes and eyebrows often 
falls out.” In cases in adults hair on the shins, thighs and forearms 


* Submitted for publication, Oct. 14, 1929. 

* Studies, observations and reports from the Dermatological Departments of 
the Barnard Free Skin and Cancer Hospital and the School of Medicine, Wash- 
ington University, St. Louis, Mo., U. S. A., service of Drs. M. F. Engman and 
W. H. Mook. 

1. Bramwell, B.: The Treatment of Psoriasis by the Internal Administration 
of Thyroid Extract, Brit. M. J. 2:933 (Oct. 28) 1893. 

2. Foerster, O. H.: Relation of Internal Secretions to Cutaneous Disease, 


J. Cutan. Dis. 34:1 (Jan.) 1916. 
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frequently may be absent or may fall out. Alopecia areata may be 
present in some cases of hypothyroidism, and frontal band alopecia 
(Walsh *) may be marked, or the so-called “cassowary neck” may be 
suggested (Janney*). Under thyroid treatment a return to normal 
has occurred in some cases, for example, that of Hertoghe * in which 
entire baldness in myxedema was followed by complete restoration of 
the hair after the use of thyroid. Janney * stated, however, that in such 
cases there is never complete baldness, the scalp being covered with 
lanugo. Gordon® and Strandberg‘ reported favorable results from 
thyroid treatment of alopecia areata, but Pulay * obtained no specific or 
favorable results. 

In cretins there are usually marked disturbances of the pilary sys- 
tem. The pubic and axillary hair may not appear at all. Janney * 
stated : 


In marked cretins the eyebrows may fail to appear, or when present may be 
short, sparse, and show defective pigment. Frequently the outer third only is 
affected, and this portion may be quite absent. This eyebrow sign of Hertoghe is 
one of the most easily recognized and persistent stigmata of hypothyroidism, 
although it may be present in otherwise normal individuals and also in morbid 
conditions other than hypothyroidism. The eyelashes are short, weak, and spaced, 
or even absent in severe cases. This is the cause of the peculiar stare shown by 
some hypothyroid individuals. 


Changes in the hair occur also in cases of myxedema following 
operational removal of the thyroid gland, as in Saunders’® case in a 
child of 7 years. When the child was 5 years old, the left lobe of the 
thyroid was removed, after which the symptoms of myxedema devel- 
oped. The hair came out in patches. Under treatment with thyroid 
extract, all the symptoms of myxedema vanished. 

As is pointed out by Lawrence and Rowe,"® the typical pallid, lifeless 
appearance of the skin, hair and nails should always suggest to the 


3. Walsh, D.: Frontal Band Alopecia as a Possible Sign of Exophthalmic 
Goiter and Associated Conditions, Lancet 2:1080 (Oct. 19) 1907. 

4. Janney, N. W.: Hypothyroidism, in Endocrinology and Metabolism, New 
York, D. Appleton & Company, 1922, vol. 1, pp. 379-440. 

5. Hertoghe, E.: De Wlhypothyroidie bénigne chronique ou myxoedéme 
fruste, Bull. Acad. roy. de méd. de Belgique 13:231 (March 25) 1899. 

6. Gordon, M. B.: Thyroid Treatment of Alopecia Areata, Arch. Dermat. 
& Syph. 17:817 (June) 1928. 

7. Strandberg, J.: Das Resultat von Thyreoideabehandlung in 9 Fallen von 
Alopecia areata maligna, Acta med. Scandinav. 52:165, 1919. 

8. Pulay, E.: Die sich aus dem Einfluss der endokrinen Driisen ergebenden 
therapeutischen Gesichtspunkte bei Erkrankungen der Haut, Therap. Monatsch. 
33:125 (April) 1919. 

9. Saunders, A.: Case of Myxedema, W. Lond. M. J. 22:129, 1917. 

10. Lawrence, C. H., and Rowe, A. W.: Studies of the Endocrine Glands: 
IIT. Thyroid, Endocrinology 12:377 (July-Aug.) 1928. 
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examiner disturbed metabolism, in general, and thyroid hypofunction, 
in particular, but it must be emphasized that these symptoms are sug- 
gestive only and demand much corroborative evidence before they can 
be regarded as diagnostic of hypothyroidism. 

That hereditary dystrophies of the hair may indicate hereditary 
hypothyroidism in some instances is supported by Barrett’s '' case. In 
the patient described, the hair of both head and body was scanty. The 
eyebrows consisted of but a few short stubby hairs. The nails were 
short, failing to reach the ends of the digits by a quarter of an inch 
(0.61 em.). Thyroid medication resulted in marked improvement even 
in the hair and nails. Similar deficiencies had occurred in the family 
for at least six generations. Both hair and nails were affected in four- 
teen of sixty-one members of this familial group. In his review of 
the literature, Barrett cited a number of such family histories. 

An interesting theory in connection with hypothyroidism is that 
advanced by Starr.’* He believed that some of the conditions sup- 
posed to be due to old age, among them the dryness of the skin, brittle- 
ness of the nails and loss of the hair, are actually due to a diminution 
in the activity of the thyroid gland. He believed that these defects may 
be obviated or removed by the constant use of thyroid extract as age 
advances, and supported his view with a report of cases from his 
practice. 

Hyperthyroidism.—Numerous cutaneous complications are found in 
the syndrome of Grave’s disease, or Basedow’s disease, as it is some- 
times called. Ayres ** reported a case of alopecia areata and vitiligo 
associated with severe hyperthyroidism, and Levy-Franckel, Juster and 
Van Bogaert ** also noted the role of hyperthyroidism in alopecia areata. 
Hyde and McEwen ** in their study of 111 cases of exophthalmic goiter 
reported many with extensive alopecia. Sabouraud ** regarded some 
chronic alopecias as directly produced by hyperthyroidism, and Foerster * 
stated that in women with Grave’s disease a form of alopecia has been 


11. Barrett, A. M.: Hereditary Occurrence of Hypothyroidism with Dys- 
trophies of the Nails and Hair, Arch. Neurol. & Psychiat. 2:628 (Dec.) 1919. 

12. Starr, M. A.: Relation of Thyroid Secretion to the Condition of the 
Skin and Incidentally to Old Age, Contributions to Medical and Biological 
Research Dedicated to Sir W. Osler, New York, Paul B. Hoeber, 1919, vol. 2. 
pp. 1184-1185. 

13. Ayres, S.: Vitiligo and Alopecia Areata Associated with Severe Hyper- 
thyroidism, Arch. Dermat. & Syph. 8:502 (Oct.) 1923. 

14. Levy-Franckel; Juster, and Van Bogaert: Etude du métabolisme basal 
chez les peladiques, Bull. Soc. franc. de dermat. et syph. 30:290, 1923. 

15. Hyde, J. N., and McEwen, E. L.: The Dermatoses Occurring in Exoph- 
thalmic Goitre, Am. J. M. Sc. 125:1000 (June) 1903. 

16. Sabouraud, quoted by Foerster, O. H.: Relation of Internal Secretions 
to Cutaneous Disease, J. Cutan. Dis. 34:9 (Jan.) 1916. 
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noted which is considered characteristic by some in that the hair over 
the vertex and temporal regions is diffusely thinned, though complete 
baldness does not occur. Yeo* reported a peculiar case in which 
after hypertrophy of the right lobe of the thyroid gland, left exophthal- 
mos and fall of the hair of the left eyebrow and of the eyelashes 
occurred. When the left lobe began to hypertrophy, analogous symp- 
toms referable to the right eye appeared. This was the only obser- 
vation of such a condition that could be found. 

As Foerster? pointed out, however, the cutaneous changes in 
exophthalmic goiter are not specific and are pathognomonic only when 
considered as parts of the general symptom complex. 


Experimental W ork.—Conditions similar to those found in the clinic 
have been produced experimentally in animals. 

Basinger,'* working with rabbits, produced cretins in 86 of 140 ani- 
mals by removal of the thyroid gland. The hair became dryer than 
normal, did not lie smoothly and could easily be pulled out. Furuya ** 
determined that while a normal rabbit regenerates hair within four 
weeks after an experimentally produced defect, in a rabbit from which 
the thyroid gland has been removed practically no regeneration occurs. 

Chang *° found that albino rats deprived of the thyroid gland showed 
a retarded growth of hair. When these animals were fed suitable 
amounts of thyroid gland, however, the hair grew normally. Thyroid 
feeding accelerated the growth of hair in some normal animals, while 
in others no such results were obtained. 

Hoskins *! observed that an acceleration of development, but not of 
growth, was produced in new-born white rats by the injection of acetyl 
thyroxin. Acceleration of development was noticed in hair and nails, 
as well as in other organs. 

Sainton and Veran,?? on the other hand, found that the intra- 
peritoneal injection of thyroid perextract into rabbits produced, after 


17. Yeo, Burney: A Case of Exophthalmic Goitre with New Phenomena, 
Brit. M. J. 1:320 (March 17) 1877. 

18. Basinger, H. R.: The Control of Experimental Cretinism, Arch. Int. 
Med. 17:260 (Feb.) 1916. 

19. Furuya, K.: Beitrage zur Physiologie der Driisen. Untersuchung iiber 
das Wachstum der Haare und tiber die kompensatorische Hyperplasie der Schild- 
driise nach operativer Entfernung innersekretorischer Organe, Biochem. Ztschr. 
147:425, 1924. 

20. Chang, H. C.: Specific Influence of the Thyroid Gland on Hair Growth, 
Am. J. Physiol. 77:562 (Aug.) 1926. 

21. Hoskins, M. M.: The Effect of Acetyl Thyroxin on the Newborn White 
Rat, J. Exper. Zool. 48:373 (Aug.) 1927. 

22. Sainton, P., and Veran, P.: Le réalisation expérimentale de la canitie et 
de l’alopécie en plaques par l’hyerthyroidisation intensive et prolongée chez le 
lapin, Bull. Soc. frang. de dermat. et syph. 35:471 (Jan. 14) 1928. 
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a period of fourteen months, a graying and then a falling of the hair. 
This hair was subsequently replaced by black hair. 

Simpson ** working with sheep found that in many thyroidectomized 
lambs, but not in all, changes in the fleece were apparent. The wool 
became coarse and easily pulled out, giving the animals a tattered, 
unkempt appearance. 

Goiter in domestic animals, including pigs, lambs, goats and calves, 
is a relatively common malady, especially in the Northwest. It results 
in the absence of hair or wool in the animals so afflicted. Welch,** 
Hart and Steenbock *® and Evvard,** working on the problem, deter- 
mined that the goiter is produced by lack of iodine in the thyroid gland. 
This condition apparently interferes to a greater extent with the fetal 
development than with the normal maintenance of the mother. 

Thus, the thyroid gland seems to be definitely related to the pilary 
system, both from a clinical and from an experimental point of view, 
hut even here the relationship is scarcely proved to be a direct one. 


THE PARATHYROID GLANDS 
Removal of the parathyroid glands produces chronic tetany, and 
Hazen ** believed that it is possible that a lessened amount of secre- 
tion from them causes an analogous condition. Persons affected with 
chronic tetany show trophic changes in the development of the ecto- 
dermal structures. Foerster * stated that “the hair may cease to grow 
for months without, however, becoming scant, or there may be alopecia, 
the nails and teeth undergo dystrophic changes, and pigment anomalies 
and chronic ulcerations occur in the skin.” 

Relatively few reports of the effects of parathyroid tetany on the 
hair are met with in the literature. Bolten ** described a case of latent 
tetany in which the hair of the head, eyebrows and body fell out. He 
looked on the loss of hair as a trophoneurosis due to the latent tetany. 


23. Simpson, S.: Effects of Thyroidectomy on the Cutaneous System in the 
Sheep and Goat, Quart. J. Exper. Physiol. 14:185, 1924. 

24. Welch, H.: Cause and Prevention of Hairless Pigs in the United States, 
Montana Agr. Col. Exper. Sta. Circ. 71:37, 1917; abstr., Chem. Abstr. 12:2091 
(June-Oct.) 1918. 

25. Hart, E. B., and Steenbock, H.: Thyroid Hyperplasia and the Relation 
of Iodine to the Hairless Pig Malady, J. Biol. Chem. 33:313 (Feb.) 1918. 

26. Evvard, J. M.: Iodine Deficiency Symptoms and Their Significance in 
Animal Nutrition and Pathology, Endocrinology 12:539 (Sept.-Oct.) 1928. 

27. Hazen, H. H.: Cutaneous Conditions Associated with Diseases of the 
Glands of Internal Secretion and with Vagotonia, Interstate M. J. 23:824 (Sept.) 
1916. 

28. Bolten, G. C.: De area celsis als verschijnsel van latente tetanie, Neder. 
tijdschr. v. geneesk. 53:24 (Jan.) 1917. 
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Hertz *" reported the case of a man who, having been operated on 
two years previously for goiter, became suddenly depressed, nervous 
and restless, slept little, was tremulous and had fibrillary twitching of 
the eyelids. There was no evidence of tetany or of goiter. His hair 
ceased to grow, but did not become thinner. Thyroid aggravated the 
condition, but after he had taken dry ox parathyroid for six months, 
all his symptoms disappeared. 

Bandler *° stated that in animals removal of two or three parathyroid 
glands produces tetany. Every acute tetany is accompanied, in addition 
to the nervous symptoms, by secondary signs, such as shaggy appearance 
of the coat, falling of hair, eczema and extreme emaciation. 

It would seem, therefore, that the hair and skin are at least sec- 
ondarily affected in disturbances of the parathyroid glands. 


THE 


HYPOPHYSIS 
In disturbances of the hypophysis, as in disorders of the thyroid, 
changes in the pilary system are to be found under conditions both 
of hyposecretion and of hypersecretion. 


Hyper pituitarism.—Cushing *' summarized the changes that occur in 
hyperpituitarism thus: “The hypertrophic alterations which occur in 
the skeletal coverings in hyperpituitarism particularly those of the epi- 
dermis are familiar. The external thickenings which are largely 
responsible for the coarse features of acromegaly include not only an 
increase in the size of the hair follicles, but also an hypertrophy of the 
papillae with enlargement and activation of the secretory glands so that 
the skin becomes greasy and moist.” Pigmentation is sometimes a con- 
spicuous feature. The tendency to hypertrichosis is marked in many 
persons afflicted with hyperpituitarism. This tendency, according to 
Bassoe,** is particularly conspicuous in women, who may develop a 
heavy growth of dark hair between the breasts and on the abdomen 
and legs, and sometimes also a beard, such as is seen more frequently 
in old women. There is a tendency for the secondary sex characters 
of the female to change to the male type during “acromegalization,” 
while those of the male become exaggerated. 


29. Hertz, A. F.: 
1915. 

30. Bandler, S. W.: The Endocrines, Philadelphia, W. B. Saunders Com- 
pany, 1921. 

31. Cushing, H.: The Pituitary Body and Its Disorders, Philadelphia, J. B. 
Lippincott Company, 1912. 

32. Bassoe, P.: Acromegaly, in Endocrinology and Metabolism, New York, 
D. Appleton & Company, 1922, vol. 1, pp. 805-857. 
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In a table of the symptoms and signs of acromegaly as recorded in 
clinical histories, Davidoff ** cited hypertrichosis as occurring in 53 per 
cent of the cases (based on 100 cases), while a decrease of body hair 
occurred in 7 per cent of the cases. In pituitary disturbances, in general, 
Rowe and Lawrence ** found hypertrichosis in 28 per cent of 400 cases 
and decrease in the body hair in none. Davidoff noted that even more 
striking than the amount and distribution of the hair is its quality ; it is 
thick, wiry and oily. 

Ausch * described a case of acromegaly in which a change of the 
color of the hair from fair to dark occurred. This case was compli- 
cated, however, by a pluriglandular involvement. 

A transition to glandular insufficiency sometimes follows a period of 
hyperactivity of the pituitary, and there is then a certain retrogression 
in the cutaneous expressions of the malady. According to Horrax,*” 
the hair may even tend to drop out. 

Hypopituitarism.—The cutaneous features of primary hypopitui- 
tarism are the reverse of those of acromegaly. “Here the skin, except 
in the older patients, is smooth, transparent and notably free from 
moisture. Though the hair of the scalp may be abundant, it is otherwise 
on the body, for the axillary and pubic hair may be almost completely 
wanting, or in the males may assume a feminine type of distribution. 
When hypopituitarism originates in adult life there is a tendency for the 
hair, even of the head, to become thinned” (Cushing **). 

Infantilism is sometimes a result of hypopituitarism. Clinically, 
these cases are divided into at least three types: 


1. Levi-Lorain type, with skeletal undergrowth and genital aplasia, without 
adiposity. 

2. Froelich type, dystrophia adiposogenitalis, with skeletal undergrowth, genital 
aplasia and adiposity. 

3. Neurath-Cushing type, with skeletal overgrowth, genital aplasia and 
adiposity. 


Lisser ** discussed these three types and gave case histories to illus- 
trate each. In the majority of his cases there was a decrease in the 


33. Davidoff, L. M.: Studies in Acromegaly: III. The Anamnesis and 
Symptomatology in One Hundred Cases, Endocrinology 10:461 (Sept.-Oct.) 1926. 

34. Rowe, A. W., and Lawrence, C. H.: Studies of the Endocrine Glands: 
II. Pituitary, Endocrinology 12:245 (May-June) 1928. 

35. Ausch, D.: Akromegalie mit intensiven Diabetes und Wechsel der Haar- 
farbe, Med. Klin. 14:131 (Feb. 10) 1918. 

3%. Horrax, G.: Diseases of the Pituitary Gland, in Oxford Medicine, Lon- 
don, Oxford University Press, 1920, vol. 3, pp. 805-827. 

37. Lisser, H.: Hypopituitarism and Its Treatment, Endocrinology 6:15 
(Jan.) 1922; Absence of the Prostate Associated with Endocrine Disease, Notably 
Hypopituitarism: With Histories of 18 Cases, Endocrinology 7:225 (March) 
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amount of hair, and in many males, a feminine distribution, 
of onset influences the picture somewhat (Horrax **). 

Fink ** reported a case of the adult type of Froelich’s syndrome in 
which there was “an almost total absence of pubic hair” and “a notice- 
able lack of hair over the chest, a scanty supply on the chin and face, 
and almost complete absence of hair on the shins and arms.” In this 
case, both the testes and the suprarenal glands were also small and 
atrophic. 

Maas ** presented a case of hypophyseal dwarfism in which “a poor 
development of the pubic, and no development of the axillary, hair” 
was present. In this case, the testicles were normal. 

Kraus *° described two cases of dwarfism in which a lack of body 
hair was noted. Both showed hypoplasia of the sex organs, and at 
autopsy one showed tumor of the hypophysis, while in the other the 
posterior lobe of the hypophysis was found to be “practically replaced 
by colloid, and the anterior lobe could not be made out.” 

Witthauer ** presented the case of a man who had ceased to grow 
at the age of 6 years. Roentgenograms of the skull showed a large 
sella turcica. There was no pubic or axillary hair. The diagnosis was 
one of hypofunction of the pars anterior of the hypophysis. 

Evans and Assinder * likewise reported the case of a man who had 
stopped growing at the age of 12 or 14 years. The ordinary stigmas of 
infantilism were present, including “absent facial and pubic hirsutes”’ 
and small genitalia. Autopsy showed a tumor in the pituitary fossa 
“about the size of a hen’s egg.” On microscopic examination, the 
thyroid appeared hyperplastic, an observation interpreted by the authors 
as indicating a relationship between the thyroid and the pituitary glands. 

In these cases, the indications of pituitary hypofunction are fairly 
clearcut. Whether the associated disorders of the pilary system are 
directly attributable to the disturbed functioning of the hypophysis or 
only indirectly through the influence of the pituitary gland on the gonads 
and, perhaps, the suprarenal glands or even the thyroid gland, it is at 
present impossible to say. 


Experimental Work.—In experimental work on the hypophysis, 
effects on the hair have usually been noticed only incidentally. Cush- 


The age 


38. Fink, E. B.: A Case of Diabetes Insipidus Associated with Syphilis of 
the Hypophysis, Endocrinology 10:317 (May-June) 1926. 

39. Maas, O.: Ein Fall von Zwergwuchs, Berl. klin. Wehnschr. 58: 681 
(June 20) 1921. 

40. Kraus, W. M.: Pituitary Tumor with General Edema in Two Cases of 
Nanism, One of the Paltauf Type, the Other of the Pituitary Type, J. Nerv. & 
Ment. Dis. 45:193 (March) 1917. 

41. Witthauer, W.: Ueber einen Fall von hypophysarem Zwerwuchs, Klin. 
Wehnschr. 1:998 (May 13) 1922. 

42. Evans, J. J., and Assinder, E. W.: Pathological Report on a Case of 
Pituitary Infantilism, Birmingham M. Rec. 80:1, 1916. 


a 


AND HAIR 


COOPER—ENDOCRINE GLANDS 1015 


ing *! found that in dogs removal of the anterior lobe was followed by 
certain cutaneous symptoms. The skin became “dense, dry and less 
movable than usual.” The hair became bristly and tended to fall out 
in patches. (These results were more noticeable when the operation 
was performed on young dogs.) <A lessening of the sexual activity and 
atrophy of the ovary or testicle were also observed. Aschner ** obtained 
similar results on removal of the hypophysis in dogs by the buccal 
route. Houssay ** also found that after experimentally produced 
lesions in the hypophysis of young dogs there was complete arrest or 
retardation of growth, in general, and especially of the teeth, genital 
organs and hair. 

Some doubt can always be thrown on results obtained by the method 
of extirpation because of the difficulty of complete removal of the lobes 
and because of the fact that some of the results may be due to shock 
or injuries to adjacent portions of the brain. 

Results from feeding and injection experiments do not shed much 
more light on the problem, however. Goetsch ** found that when dried 
pituitary derived from the whole gland was fed to young rats even over 
a short period of time (from twenty-five to forty days), it caused a 
more rapid growth and development, and a “coarser, drier, harsher 
growth of hair’ than was seen in the control animals. Feeding of 
pituitary anterior lobe extract caused increased growth and development 
of the body and the fur was “harsher and thicker.” 

Robertson ** found that “the coats of animals (mice) fed with 
tethelin (the growth-controlling constituent of the anterior lobe of the 
hypophysis) were exceptionally good, the hair being smooth, abundant 
and glossy at an age when normal animals have already begun to lose 
their hair and present a coat of shaggy, rough and discolored appear- 
ance.” These phenomena the author thought to be strikingly reminiscent 
of the hypertrophy of the epidermis and hypertrichosis which are such 
notable features of acromegaly, and taken together with the striking 
action of tethelin on the growth of carcinoma lend color to the supposi- 
tion that tethelin is a specific stimulant of the growth of epithelial tissues. 


43. Aschner, B.: Demonstration von Hunden nach Extirpation der Hypo- 
physe, Wien. klin. Wehnschr. 22:1730 (Dec.) 1909. 

44. Houssay, B. A.: Extirpacion de la hypofisis en el perro, First Nat. Cong. 
Med. Buenos Aires; abstr., Endocrinology 2:497 (Oct.-Dec.) 1918. 

45. Goetsch, E.: The Influence of Pituitary Feeding Upon Growth and Sex- 
ual Development: An Experimental Study, Bull. Johns Hopkins Hosp. 27:29 
(Feb.) 1916. 

46. Robertson, T. B.: Recent Investigations on the Influence of the Anterior 
Lobe of the Pituitary Body Upon Growth, and the Properties of the Growth- 
Controlling Constituent, Tethelin, Endocrinology 1:24 (Jan.) 1917. 
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The observations on hair in the experimental work referred to are 
for the most part merely incidental, and are not, therefore, at all 
critical studies, but these papers are cited as being, perhaps, suggestive 
of an approach to the study of the influence of the pituitary gland 
on hair. 


THE THYMUS 


Of the relation of the thymus to the skin, if such a relation exists, 
little is known. Hazen ** stated that it has no effect on the skin so far 
as is known. Foerster * stated, on the other hand, that “the influence of 
the thymus on the integument is demonstrated in the thymo-lymphatic 
status, in which anomalies of the skin and its appendages are frequent ; 
the skin is pale, there may be a heterosexual growth of hair, and in 
some cases decreased hair growth. The cessation of thymus activity 
at puberty suggests that its internal secretion is concerned in the inhibi- 
tion of sexual development w ith its associated hair growth.” 


; Anomalies of the Distribution of Hair in Status Thymicolymphaticus 
Status 
Normal, Thymicolymphaticus, 
Per Cent Per Cent 
Moustache scanty or wholly lacking. 7.94 55.90 
a Sternal and anterior thoracic hair scanty or wholly lacking. . 41.15 89.54 
ag Axillary hair scanty or wholly lacking..................65- 13.45 65.45 


Emerson ** made a study of cases of status thymicolymphaticus, and 
in his analysis he recorded anomalies of the distribution of hair. His 
observations are given in the accompanying table. 

Emerson considered the scantiness of hair to be a point to be noted 
in arriving at a diagnosis of this condition. He also noted that some 
women of decided conformity with status thymicolymphaticus have a 
marked growth of hair on the face and upper lip. His observations 
are based on 1,000 cases. 

McAuliff ** stated that although the thymus does not seem to be 
intimately connected with sexual characteristics, it does have some 
association, as it is persistent in eunuchs. Since eunuchs have a scanty 
distribution of pubic, axillary and facial hair, this observation seems to 
fall in line with those of Emerson. 

Little experimental work on the thymus which has taken into 
account the effects on the skin has been done. Bandler *° mentioned 


47. Emerson, H.: Status Lymphaticus in Adults, Its Clinical Diagnosis and 
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48. McAuliff, G. R.: Hypertrichosis, Variations in Female Secondary Sexual 
Characteristics and Internal Secretions, J. A. M. A. 66:15 (Jan. 1) 1916. 


"A 
a 
bg 
. 


COOPER—ENDOCRINE GLANDS AND HAIR 1017 


some experiments in which the removal of the thymus caused a loss of 
hair in dogs. The loss occurred in the last or cachectic stage (after 
from two to three months) and may not have been directly due, there- 
fore, to the extirpation of the thymus. 

Thus the evidence that the thymus affects the hair is limited and, 
except for Emerson’s work, not convincing. 


THE PINEAL GLAND 


The pineal gland, like the thymus, is not of much dermatologic 
interest. Ogle,*® Gutzeit,°® Oestreich and Slawyk* and von Frankl- 
Hochwart ** described a syndrome occurring in young subjects suffering 
from disease of the corpora quadrigemina and involving the pineal gland. 
Biedl ** gave as the characteristics of this syndrome abnormal growth 
in height, abnormal growth of hair, premature development of the 
genital organs and of the sexual instinct and mental precocity. The 
syndrome usually occurred in boys under 7 years of age, and autopsy 
revealed pineal tumor. Odermatt °** described the case of a boy who at 
6 months revealed considerable adiposity, the first appearance of pubic 
hair and generally precocious physical development. At 4% years of 
age, he was beginning to show a beard and thick pubic and axillary 
hair. The author diagnosed the case as a disorder of the pineal gland. 
Frank *° and Jess ** also described cases which they diagnosed as pineal 
tumor, in both of which there was a premature development of the 
pubic hair. 

Kidd,** basing his ideas on a review of the literature, ascribed to 
the pineal gland a prepubertal function which consists in the inhibition 
of premature genital development and sexual characteristics, a function 
which disappears at puberty, thus allowing postpubertal changes to 


49. Ogle, C.: Sarcoma of the Pineal Body, Tr. Path. Soc. London 50:4, 1899. 
50. Gutzeit, R.: Ein Teratoma der Zirbeldriise, Dissertation, K6nigsberg, 
1896. 

51. Oestreich, R., and Slawyk: Risenwuchs und Zirbeldriisengeschwulst, Vir- 
chows Arch. f. path. Anat. 157:475 (Sept. 1) 1899. 

52. Von Frankl-Hochwart, L.: Ueber die Diagnose der Zirbeldriisentumoren, 
Deutsche Ztschr. f. Nervenh. 37:455 (Oct. 21) 1909. 

53. Biedl, A.: Internal Secretory Organs, translated by Linda Forster, New 
York, William Wood & Company, 1913, p. 354. 

54. Odermatt, W.: Die epiphysare Friihreife, Schweiz med. Wehnschr. 55: 
474 (June 21) 1924. 

55. Frank: Pubertas praecox, Miinchen. med. Wehnschr. 68:29 (Jan. 7) 
1921. 

56. Jess, J. H.: Pineal Gland Tumor, Tr. Chicago Pediat. Soc., 1924. 

57. Kidd, L. J.: The Pineal Body: A Review, Rev. Neurol. & Psychiat. 11:1 
and 55, 1913. 
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develop. The pineal secretion is thought to be decreased and finally 
nullified by the increase and maturity of the genital secretion. 

Kidd’s ideas are substantiated by Foa’s ** experiments with chicks. 
He showed that in chicks from 3 to 5 weeks old, the removal of the 
pineal gland was followed by a premature development of the primary 
and secondary sexual characteristics. 

On the whole, however, there is little positive evidence to show that 
the pineal gland has an effect on the skin. 


THE SUPRARENAL GLANDS 


Certain abnormalities in the distribution and growth of hair have 
been correlated with changes in the suprarenal glands. Tumors of the 
suprarenal cortex appearing in early life have been found to be associ- 
ated with the onset of precocious puberty. Bulloch and Sequeira ** 
were among the first to study this association. They found that pre- 
mature development in children of the beard and pubic hair is accom- 
panied by premature ripening of the sex organs, and in such cases they 
found suprarenal changes of a hyperplastic or neoplastic nature. They 
also found some cases in which the reverse was true; that is, suprarenal 
atrophy was associated with nondevelopment or disappearance of pubic 
hair and genital hypoplasia. Wakefield and Smith ® also described a 
case in which there was alopecia totalis and pigmentation of the skin. 
The malady resembled Addison’s disease, and at autopsy one suprarenal 
gland was found to be missing and there was sclerosis of the other. 
Apert *' showed that the symptoms found in cases of hyperplasia 
or neoplasia of the suprarenal glands depend on the age at which these 
changes develop. If the hypertrophy occurs during fetal life, pseudo- 
hermaphroditism may result. Such cases occurring in infancy show 
hypertrichosis, accompanied by an hypertrophied clitoris, a small uterus 
and poorly developed ovaries. Tumors of the suprarenal glands occur- 
ring before puberty result in the triad: hypertrichosis, adiposity and 
precocious puberty. After puberty, the persons showed abnormal 
development of hair, adiposity and, in females, an arrest of menstrua- 
tion. Late cases were accompanied only by adiposity. 


58. Foa, C.: Nouvelles recherches sur la fonction de la glande pineale, Arch. 
ital. de biol. 61:79, 1914. 

59. Bulloch, W., and Sequeira, J.: On the Relation of the Suprarenal Cap- 
sules to the Sexual Organs, Tr. Path. Soc. London 56:189, 1905. 

60. Wakefield, E. G., and Smith, E. E.: Addison’s Disease, Suprarenal- 
opathies, Sclerosis of the Glands of Internal Secretion, Am. J. M. Sc. 174:343 
(Sept.) 1927. 

61. Apert, E.: Dystrophies varieés (hermaphrodisme, purberte precoce, hirsu- 


tisme, obésité) en coincidence avec des lésions des capsules surrénales, Bull. méd., 
Paris 24:1161, 1910. 
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Glynn * also found that in children with hypernephromas, a ten- 
dency for the male primary and secondary sex characters to increase 
at the expense of the female is manifest. With males the reverse did 
not hold true. Glynn also showed that it is the cortex which is inti- 
mately concerned. He showed that it is the suprarenal abnormality 
which produces the effects observed, and not the neoplasm, for hyper- 
nephroma of the kidney does not lead to changes in the distribution of 
the hair. Glynn found only one case in which corticosuprarenal hyper- 
trophy, benign or malignant, was not accompanied by the development 
of male characteristics and precocious growth in female children. 

Jump, Beates and Babcock ® analyzed eighteen cases of tumor of 
the suprarenal glands. Of these, fourteen were in girls and four in 
boys, and overgrowth of hair was found on the pubes in all, on the 
face in fourteen, and in the axilla in five. 

Schiff,** Phillips and Lambright,®* Harvey, Siegel and Neligan 
described cases of precocious puberty in girls with tumor of the supra- 
renal glands, in all of whom there was a premature and abnormal growth 
of hair. Scabell ** also described two such cases and discussed forty- 
seven cases reported in the literature. Collett *° described the case of 
a girl, aged 9 months, who showed a marked growth of hair on thighs, 
shoulders and back and the development of pubic hair. The genital 
organs were overdeveloped. After the removal of a hypernephroma of 
the suprarenal cortex, abnormal growth of hair disappeared within a 


62. Glynn, E. E.: The Adrenal Cortex, Its Rests and Tumours; Its Rela- 
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Nebenniere, Jahrb. f. Kinderh. 87:519, 1918. 

65. Phillips, J.. and Lambright, G. L.: Premature Sexual Development, Arch. 
Pediat. 37:282 (May) 1920. 
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68. Neligan, G. E.: Carcinoma of the Suprarenal, Proc. Roy. Soc. Med. 24: 
1321, 1928. 

69. Scabell, A.: Ueber den suprarenalen Virilismus und Pseudohermaphro- 
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(April) 1924. 
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27:204 (March) 1924. 


1020 ARCHIVES AND 


OF DERMATOLOGY SYPHILOLOGY 


year. Gordon and Browder” described a case of carcinoma of the 
suprarenal gland with pubertas praecox in a boy, aged 3, who was a 
typical “enfant Hercules.” Pubic hair appeared at 1 year, together 
with a growth of hair on the face and back. Autopsy showed a tumor 
of the left suprarenal gland. The number of cases in boys is small, 
however, in comparison with the number in girls. 

When tumors of the cortex of the suprarenal gland occur in women, 
striking changes in the distribution of hair result. Dercum ** gave the 
following description of the changes that take place: 


In due course, growth of hair, pronounced and masculine in character and 
distribution, makes its appearance; moustache, beard, whiskers are developed 
in a noticeable degree, while the hair upon the pubis assumes the pyramidal 
distribution seen in the male, extending it may be up to the navel, or even above 
the latter over the chest. Back and shoulders may also be covered—and the 
extremities as well—with hair, coarse and thick. 


The number of cases of suprarenal virilism in women which are 
recorded in the literature is large. Apert,’* Glynn,®? Tuffier,** Mau- 
Holmes,*® Crosbie and Smith,” Feinbiatt,** Quinby,*® Thumin,*’ 
Launois, Pinard and Gallais,*' and Auvray ** and many others described 
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such women, in all of whom there was an increased growth of hair. 
In Holmes’ case, removal of the tumor was followed by the complete 
disappearance of abnormal hair from face, limbs and trunk. Thornton ** 
reported a similar case. 

Various hypotheses have been advanced to explain how the supra- 
renal cortex and tumor produce the genitosuprarenal syndrome. Bulloch 
and Sequeira,®*® Neurath,** Glynn ® and Falta *° considered it to be due 
to “a hyperactivity of the physiologic function of the cortex, which 
should promote the growth of the body and the development of the 
secondary sex characteristics.” Wiesel and Gallais ** believed that the 
hyperfunction of the cortex may secondarily influence the ovary, while 
Blanchard ** and Marie ** attributed the changes exclusively to changes 
in the interstitial cells of the ovary. 

Bandler *° believed that when the ovarian secretion fails to inhibit 
the specific function of the suprarenal gland and the hypophysis stimu- 
lating the growth of hair, a hairy growth resembling that in man results. 
In support of the theory of a close relationship between the suprarenal 
glands and the hypophysis, he pointed out that in acromegaly a hyper- 
plasia of the cortex of the suprarenal gland occurs and often abundant 
hairiness. 

Krabbe *® considered suprarenal virilism to be due to the fact that 
the tumor develops from sex gland cells of masculine type which early 
in the life of the embryo have been involved in the suprarenal cortex. 
He supposed that while the testis is developed almost directly from the 
original undifferentiated germ of the sex glands, the ovary passes 
through a stage wherein its cortex is feminine while the medullary 
portion is testicular; a consideration which is founded on investigations 
of Laulanié *° and confirmed by Kohn * and Brachet.*? This medullary, 
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testicular part of the ovary is closely connected with the cortex of the 
suprarenal gland at an early stage and is, according to Krabbe,*® involved 
in the cortex of the suprarenal gland during further development. He 
thought that hypernephroma in girls with virilism is produced from 
these testicular cells, and that through secretion of the testicular hormone 
masculation is produced. Similarly, the hypernephroma in_ boys, 
developing from displaced testicular cells, causes too early sex develop- 
ment. Krabbe’s theory agrees with Conheim’s theory of the develop- 
ment of tumors from displaced cells. 

Cases of virilism that is attenuated in its manifestations and com- 
patible with life, a so-called “forme fruste,” are known. Marks 
believed that in such cases all the endocrine glands are involved, 
especially the pituitary and pineal glands and the ovaries, while the 
interrenal portion of the suprarenal glands plays the most important 
part of all. He explained such cases on the hypothesis that ovaries 
possess the function of guarding and conserving female attributes and 
inhibiting those of the male. 

The occurrence of hyperplasia of the suprarenal gland or of 
accessory suprarenal glands with some cases of pseudohermaphroditism 
is another example of the association between the suprarenal glands 
and the sex characteristics. The great majority of these cases occur 
in females, and this fact further illustrates the tendency of neoplasia or 
hyperplasia of the gland to be associated with the appearance of male 
characters in the female (Glynn,*? Quinby.”*) 

Little experimental work on the relation of the suprarenal gland to 
growth of hair seems to have been done. Castaldi** obtained rather 
extraordinary results from experiments in which dry extract of supra- 
renal cortex of beef was fed to young guinea-pigs. This diet resulted 
in an increase in the weight and the proportions of the body, and in an 
unusual length of the hair, particularly in females, as compared with the 
controls. 

Thus, there seems to be considerable evidence that disturbed 
functioning of the suprarenal glands results in disturbed growth of 
hair, but of the steps by which this result is brought about almost 
nothing is definitely known. 
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THE SEX GLANDS 


Whether the gonads have a direct effect on the growth and dis- 
tribution of hair or whether they affect the pilary system only secon- 
darily through their effects on other endocrine glands is still an unsettled 
question. The problem is made even more complex by the fact that in 
the female, at least, the effects produced by the different anatomic 
constituents of the ovary (such as the corpus luteum and the inter- 
stitial cells) vary. In the testis, the cells of Leydig are generally 
thought to be responsible for changes in the secondary sex characters, 
for when the germ cells are destroyed by roentgen rays, the interstitial 
cells are unaffected and the secondary sex characters remain unchanged. 

When the testicles do not descend or, having descended, are affected 
by disease, or when castration has been practiced, the male usually 
hecomes female in type, at least so far as distribution of hair is con- 
cerned. In cryptorchids and persons in whom the vas deferens has been 
tied, the secondary sex characters may be normal. Dercum** gave 
the following description of the male castrate: ““The skin of the face 
is sallow, wrinkled and hairless. The hair of the scalp may be dense, 
but there is no beard; only on the upper lip may there be seen a slight 
development of lanugo-like hair. Sometimes in the older eunuchs, a 
slight growth of hair upon the face, such as is occasionally seen in old 
women, is found. Trunk and extremities are smooth; there is little 
hair in the axillae, and the same is true of the pubis; here there is but 
little hair and this is feminine in type.”” Koch * made a study of the 
Russian-Roumanian sect, the “Skopzen,” among whom castration is 
carried out for religious reasons, and he gives a similar picture of the 
eunuchoid male. 

Many cases of male hypogenitalism are described in the literature, 
among them those of Mayer,® Van Luyt,** and Achard and Thiers.%* 
Lisser ** gave an interesting case of a man whose testicles had atrophied 
as the result of an accident. Before the injury, he had shaved every 
other day ; after the injury he shaved but once a week. At the time of 
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examination, no hair was found on the chest, arms or legs; the axillary 
hair was scant; the pubic hair was of the feminine type. 

In the female, the removal of the ovaries is rather generally thought 
to be followed by the appearance of male characteristics, such as facial 
hypertrichosis. Danforth '°° stated, however, that thirty-two women who 
had both ovaries removed showed after several months or years no 
greater frequency of terminal hair than normal persons. Falta ** also 
observed that terminal hair grows on the faces of eunuchs who never 
had any ovaries at the same age as that at which women enter the 
menopause. 

On the other hand, Rowe and Lawrence '"' in a study of 134 cases 
of ovarian disturbance found that in 62, or 46 per cent, there was 
marked hypertrichosis, and that in 45 of these, there was a definite 
male configuration of the pubic hair. Emile-Weil and Plichet ** 
described the case of a woman with facial hypertrichosis who at autopsy 
showed total sclerosis of the ovaries. No microscopic lesions of the 
suprarenal glands or of other “blood-vascular glands” were found. 

Bechet *°* reported 146 cases of hypertrichosis in 80 of which the 
patients were found to have serious menstrual disturbances, and in 
fully 25 per cent of the remaining 66 cases the patients had minor 
anomalies of menstruation. Scheuer found that of twenty-five women 
showing hypertrichosis 15 had amenorrhea, 6 had dysmenorrhea and 4 
showed metrorrhagia. Even in cases of suprarenal virilism disorders of 
the gonads are often found. For example, in all Falta’s *° cited cases 
of suprarenal disease with virilism there was a concomitant ovarian 
involvement. These observations would seem to indicate some relation 
between hirsutism in women and disturbances of the sex organs. 

As McAuliff ** stated, since the development of terminal hair occurs 
at the time of sexual ripening, it is but natural to think of a connection 
between the two. Friedenthal *** believed that the waste products of the 
metabolic activity of the sex glands have an effect on the growth of 
terminal hair. Ikeli’’® stated that the catabolic products circulating 
in the blood shortly before the time of sexual ripening, reach the skin 
and there call forth the growth of hair. 


100. Danforth, C. H.: 
M. A., Chicago, 1925. 


101. Rowe, A. W., and Lawrence, C. H.: Studies of the Endocrine Glands: 
IV. The Male and Female Gonads, Endocrinology 12:591 (Sept.-Oct.) 1928. 
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The fact that terminal hair appears also in cases of precocious puberty 
in which there is only a gonadal involvement strengthens the theory of 
a more or less direct relation between the sex glands and the hair. 
Tierney *°* stated that ‘the most common etiological factor in pubertas 
praecox is hypergonadism with adrenal cortex and pineal involvements 
next in frequency. In the female, most cases of sexual precocity are 
due to hyperovarianism, rarely to disturbance of the pineal gland; and 
it is probable that most cases of sexual precocity attributed to the adrenal 
cortex have been really cases of virilism, rather than true feminine 
precocity, the masculinity being manifested by hypertrichosis, male cast 
of countenance, moustache, beard and hypertrophied clitoris, without 
the appearance of true feminine secondary sex characteristics or pre- 
cocious menses.” Harris *°* and Hutchison ** reported typical cases of 
pubertas praecox caused by ovarian tumor. In both these cases, pubic 
hair had appeared in children under 5 years of age. Sacchi *°* reported 
a case of malign tumor of the testis in a boy, aged 5, who displayed 
the usual symptoms of sexual precocity. The beard was abundant. 
The tumor was removed when the child was 9 years old. The beard 
disappeared, although the hairs on the upper lip and the genitalia per- 
sisted. Strauch **° thought that these tumors of the generative glands 
suggest that the irritation of the latter causes an excessive and pre- 
mature increase of the function of the interstitial tissue of Leydig, 
hastening the development of the secondary sexual characters. 
Involution of the sex glands in old. age accompanied by wrinkling 
of the skin and thinning of the hair is sometimes cited as further 
evidence of the relation between the sex glands and hair. Some 
experimental work, notably that of Steinach and Voronoff, lends support 
to this theory. Steinach **' injected into senile rats an extract prepared 
from the ovary and placenta. The animals’ general condition improved, 


106. Tierney, J. L.: Pubertas praecox, Med. Clin. N. America 6:31 (July) 
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new hair grew on bald spots, and the entire fur became thick and glossy, 
Voronoff *** transplanted the testicles of young sheep into aged animals 
and obtained, among other improvements, more abundant and longer 
wool than in the controls. Hunt *** reported the case of a man, aged 
65, into whom a section of testicle of a ram had been transplanted. His 
hair, which had been gray, became brown. So much doubt and con- 
fusion surround the whole subject of transplantation of glands, however, 
that such results can be accepted only with caution. 

In the face of so much positive evidence of a relation between the 
sex glands and the pilary system, there is one line of negative evidence 
which must be taken into account. This is afforded by cases of pseudo- 
hermaphroditism. Mariani''* and Cooke and Smuts *!® each reported 
one and von Keussler ''* reported three cases in which persons present- 
ing the normal secondary sexual characteristics of the female were found 
to possess testes (von Keussler stated specifically “with interstitial 
cells’). Bell described four cases of intersexuality in all of which 
the internal genitalia were female, while the secondary characteristics 
were chiefly masculine. In two cases, the pubic hair had appeared at an 
early age. In one case, the patient, aged 31, shaved regularly and had 
done so for five years. Thus, the nature of the internal genitalia does 
not always seem to determine the nature of the external sexual 
characters. 

The subject of the relation of the sex glands to the other glands oi 
internal secretion and to hair is so complicated that it is difficult to 
formulate a satisfactory theory to explain the facts. Many attempts 
have been made, however. 

Olivet *** considered that the “male” type of distribution of hair 
over the face and body is a specific sex characteristic dependent on the 
testes, while the “female” type (finer and less extensive) is really an 
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asexual type, development of which is dependent on the hypophysis, and 
hence is modified in hypophyseal disorders. 

Goldschwend **° believed that the development of secondary 
masculine characteristics in the female is due to an excessive suprarenal 
secretion which overcomes that of the ovary. This theory is tenable 
because atrophic ovarian changes were found in many cases of supra- 
renal hypertrophy. 

On the opposite side are Scheuer,’?? Hegar’*** and others who 
believed that in hypertrichosis there is always a primary change in the 
ovary, for example, atrophy, which leads to secondary changes in the 
suprarenal glands and the hypophysis, and later to the development of 
secondary masculine characteristics; or, as is perhaps more plausible, 
the diseased ovaries are not able to hinder the appearance of these 
abnormal sex features. 

Shoemaker *** put forth still another tentative solution of the 
problem. He said: 


It is to be noted that influence on the growth of hair, exerted by disturbances 
of function of the hypophysis, epiphysis, and adrenals, is similar to that caused by 
like changes in the gonads, and affects the hair largely in the same locations. It 
is to be noted that the secretions from these three glands affect profoundly the 
internal secretion of the gonads. It seems reasonable to suppose that the influence 
that they have upon the growth of hair is secondary to their influence upon the 
cells of Leydig; that is, they stimulate these interstitial cells which secreting an 
increased amount of their hormones, bring about the secondary sexual character- 
istics and growth of hair on the face, axillae, and pubes on the one hand; or if this 
secretion is decreased by the opposite effect from the other glands, the hair on 
these parts does not grow, or if it has already grown is likely to fall out. 


The real solution of the problem will probably not be found until 
the interrelationship of all the glands is more fully understood. 


PLURIGLANDULAR DISTURBANCES 


Little is known of the relationships between the various endocrine 
glands. Some pluriglandular syndromes have been described. The 
Timme '** syndrome involving the thymus, the pituitary gland and the 
suprarenal glands is, perhaps, the most clearcut. The characteristic 
symptoms of the first stage are endocrine anomalies and defects in the 
bony structure, cramps in the muscle, enlarged thymus, low blood 
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pressure, fatigability, small sella turcica and late and sparse growth of 
hair and distribution of the invert type. In the second stage, occurring 
at about the age of puberty, rapid skeletal growth begins. Great 
fatigability with the evidence of low suprarenal supply is found. The 
genital organs are of the invert type or else retarded. The pubic hair 
is of the invert type, and no hair is found on the face and chin and 
axillae. The third stage, occurring from the twentieth to the thirtieth 
year, shows the beginning of gigantism, pituitary headaches, drowsiness, 
acromegalic beginnings or other pituitary stigmas. Fatigability may 
continue or improve. The sella turcica enlarges, or else erosion of the 
sella or clinoids takes place. Pubic hair andwaxillary hair remain as 
before. The patient shaves rarely or never. In the fourth stage, 
either complete compensation occurs so that the patient may live com- 
fortably within limits of exertion, or else the condition progresses to the 
end of life. The various external manifestations of the pituitary 
disturbance remain even when physiologic cure is complete. 

Barker *** described a thyreo-testiculo-hypophyseo-(suprarenal) syn- 
drome, which he considered one of the commonest. It usually affects 
men between the ages of 25 and 30. The symptoms are fatigability, 
loss of libido or potentia, indigestion, sometimes a general thickening 
of the skin, trophic disturbances of nails and teeth, loss of hair and other 
disturbances of the secondary sex characters. Persons who show this 
syndrome come to resemble eunuchoids. It is customary to attribute 
the loss of the secondary sex characteristics to changes in the gonads; 
the changes in the skin and teeth, the loss of hair and the mental 
disturbances to disturbance of the thyroid glands; the polyuria and the 
advancing cachexia to disturbance of the hypophysis, and the asthenia, 
the hypotension and the abnormal pigmentation to changes in the chro- 
maffin and interrenal systems. 

Such syndromes would seem to indicate that relationships do exist 
between the endocrine glands, but the details of these relations remain 
to be worked out. 
SUMMARY 


The question of the growth and distribution of hair is as yet but 
little understood. Hypertrichosis is found in hypopinealism, hyper- 
pituitarism, hypergenitalism and hyperfunction of the cortex of the 
suprarenal gland. However, since few really quantitative studies of even 
the normal variations in the growth and distribution of hair have been 
made, it is difficult to determine just how great is the influence of the 
endocrine glands. With endocrine disturbances, there are also striking 
differences in the growth and distribution of the hair as between men 
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and women. For example, hypopituitarism causes the male to assume 
the female type of distribution of hair, but it does not cause the female 
to assume the male type of distribution. Hyperpituitarism, on the other 
hand, causes the male to become more masculine in type, and the female 
to become male in type. Hyperplastic tumor of the cortex of the 
suprarenal gland also causes the male to become more masculine in type 
of distribution of hair, and the female to assume the male type of 
distribution of hair. 

Several conditions have been made responsible for the female dis- 
tribution and scantiness of hair in both sexes. Among these are status 
thymicolymphaticus, infantilism, lymphatism and eunuchoidism. These 
are in all probability, however, but primary conditions causing changes 
in some gland or glands of internal secretion that are, in turn, responsible 
for the condition of the hair. 

One may say with Kraus'**® that “in fact, we know practically 
nothing of the causes of changes in the hair either as to growth or 
distribution, and it seems unfortunate that a sign so easy of observation 
should be so little understood.” 


125. Kraus, W. M.: Pilous Cerebral Adiposity: A New Syndrome, Am. J. 
M. Se. 149:737 (May) 1915. 
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ALPHONSE DEVERGIE 


B. BARKER BEESON, M.D. 


CHICAGO 


Marie Guillaume Alphonse Devergie was born in Paris on Feb. 15, 
1798, the son of a humble hospital employee. When only 15 years old 
he was a daily attendant at the clinics of Dupuytren, owing to an early 
liking for surgery. Later he turned to internal medicine and toxicology 
and became prominent in the ranks of the medicolegal experts. At the 
age of 18, he took third place among the twenty applicants for internships 
in Paris. His thesis for the doctorate in medicine was entitled “An 
Essay on the Exploration of the Abdomen, by the Aid of the Sight and 
the Touch, Considered as to Its Connection with the Diagnosis of the 
Diseases Which Belong to Internal Pathology.” It was submitted in 
1823. After the completion of his internship, the post of chief of the 
clinic was awarded to Devergie. In 1825, he was successful in the 
concours for professeur agrégé of the accessory sciences with a thesis 
which dealt with the sources of heat in the animal and vegetable king- 
doms. At the age of 29, he became Physician to the Hospitals of Paris 
and had services at Bicétre, Saint Antoine and Saint Louis. He suc- 
ceeded Biett at the latter institution in 1841, where he remained for 
twenty-four years. 

As already stated, Devergie became interested in legal medicine at 
an early date, and when the death of Royer-Collard left that chair 
vacant he was anxious to secure it, but the Minister of Public Instruction 
rejected his request because Devergie was only 29 years old and there- 
fore one year under the age of eligibility for a chair. This so disgusted 
him that when the same professorship was again vacant in 1861, he 
made no effort to secure it. Devergie was a member of the Academy 
of Medicine for twenty-two years and acted as its president in 1874. 
He served for almost forty years as a member of the council on hygiene 
and health of the Seine Department, and was also the founder and first 
president of the French Medico-Legal Society. In 1878, he presided 
over the International Congress on Legal Medicine which met in Paris. 

Devergie is best known to dermatologists by reason of his pioneer 
description of pityriasis rubra pilaris, which he described under the title 
of pityriasis pilaris, the adjective rubra being subsequently added by 
Besnier, who, with his pupil Richaud, did much to make this disorder 
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Devergie may be quoted in part 


known and accepted as a distinct entity. 
as follows: 


The disorder which I am about to describe and which I observed for the first 
time toward the end of 1854, has not as yet attracted the attention of dermatolo- 
gists. It is a new kind of scaling disorder to add to those already known. I have 
described it under the title of pityriasis pilaris even though it has certain of the 
characteristics of psoriasis; but since it is constantly preceded by pityriasis and 
moreover because its scales are very minute and easily detached, | have thought 
it best to describe it under this name rather than under that of psoriasis pilaris. It 
is found essentially in the skin which covers the hairy portions of the body, the 
scalp excepted, for I have not found it there. It is located particularly on the 
extremities, especially the forearms and the legs where it affects in a characteristic 
manner those hair follicles which are grouped in ovoid patches over the backs 
of the first phalanges of the fingers. It may, however, appear anywhere upon 
the body surface, save the scalp. The disorder produces a thickening of the skin 
which is adjacent to as well as over the hair follicles, along with a chronic redness, 
so that the base of each follicle represents a tiny conical pyramid, from the summit 
of which a hair protrudes. At the summits of these conical elevations which are 
traversed by hairs, there exists a tiny scale which is partly free and in part adhe- 
rent. This affection is most often free from itching. Pityriasis pilaris presents 
a chronic course and is of long duration. It is most rebellious to treatment, even 
resisting arsenic. Here is therefore a new scaling disorder, more resistant perhaps 
than all of the others which have been described, ichthyosis excepted, but what is 
most unfortunate is that it affects the uncovered parts which ichthyosis spares. 


Up to the time of this description (1857), Devergie had seen four 
such cases. 

Among Devergie’s other writings on skin diseases may be mentioned 
a brochure of twenty-three pages entitled “General Notions on the Dis- 
eases of the Skin,” which appeared in 1844, and his “Treatise on Skin 
Diseases” in 1857, a second edition of which came out six years later. 
Other dermatologic writings from his pen dealt with the following sub- 
jects: mercury in skin diseases, especially in acne rosacea; the disorders 
of the sebaceous glands; the diagnosis and treatment of cancer and 
impetigo rodens; the treatment of varicose eczema with dextrin com- 
presses ; mercurial collodion in the treatment of herpes zoster ; the coin- 
cidence of skin diseases and pathologic states of the various parts of the 
organism ; the influence on the general health of the more or less rapid 
cure of the dartres, and the various modes of action of arsenic. 

In- his book, Devergie emphasized the importance of exactness in 
diagnosis. He was an able therapeutist and claimed to have been the 
first to popularize the use of oil of cade in skin disorders. He divided 
the therapeutic agents in dermatology into several groups as follows: 
lead, alum and corrosive sublimate, which he termed resolutive agents ; 
the antilymphatic remedies included iodine and cod liver oil, and the 
antipapular agents included sulphur, the alkalis as well as hydrotherapy. 
Arsenic was the antiscaling remedy par excellens in the form of a solu- 
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tion of potassium arsenate. Devergie introduced a classification which 
divided the skin disorders into fourteen groups. 

Doyon, the founder of the Annales de dermatologie et de syphili- 
graphie, spoke of Devergie as a wise clinician and an excellent observer. 
Brocq paid tribute to the clearness of his descriptions of the dermatoses 
and referred to him as the celebrated creator of the composite skin dis- 
orders. 

Devergie contributed to the founding of the celebrated museum at 
Hospital Saint Louis by the donation of numerous drawings as well as 
of Hebra’s “Atlas of Skin Diseases.” 

In a biography of Bazin, I have already mentioned the lively polemics 
between Bazin and Devergie. They were quite bitter for a time, but 
finally the ideas of Bazin emerged triumphant. Devergie was very 
active in combating the theories concerning the ringworm fungi, as the 
following quotation will show. “But unfortunately when one is led to 
conceive a new idea, he is carried so far that all else must conform to 
that idea, such would appear to be the case with our honorable colleague 
Monsieur Bazin.” Devergie was loth, for a time, to accept the acarus 
as the true cause of scabies. 

A sketch of Devergie would be incomplete without some mention of 
his medicolegal work. His writings along that line were far more 
numerous than his contributions to dermatology. Among them may 
be mentioned those on poisoning by potassium iodide, a new method of 
finding mercury after its absorption, the discovery of copper and lead 
in the normal state in the human tissues and organs, the medical and 
chemical history of poisoning by tartaric acid, the wounds of entrance 
and of exit produced by firearms, where does reason end and insanity 
begin, spontaneous combustion, arsenical poisoning, researches on 
drowning, researches on those who have been hung, the signs of death, 
the Paris morgue, asphyxia by coal gas, etc. Devergie’s work on theo- 
retical and practical legal medicine went through three editions, in 1835, 
1840 and 1852, respectively, the last one comprising three volumes. 

The character of Devergie was one of inflexible honesty. When he 
believed that he was right, nothing could prevent him from expressing 
his opinion, which he defended with extreme pertinacity. He was more 
energetic than persuasive. This stubborn character plus a certain stiff- 
ness made him unpopular with many, but all respected him. 

He passed away in his native city on Oct. 2, 1879. Devergie surely 
deserves a place in the foremost rank of the dermatologists of France. 
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THE NONSPECIFIC TREATMENT OF NEUROSYPHILIS. PaAut A. O’LEARY and 
Louis A. Brunstinc, J. A. M. A. 94:452 (Feb. 15) 1930. 


This is a report on the status of a group of patients who were treated by means 
of fever therapy, and who have been under observation for from three to five years. 
Over a five year period, 509 patients were treated with malaria. The most out- 
standing results were in patients with early manifestations of dementia paralytica 
and in those with asymptomatic neurosyphilis who had not responded to intravenous 
medication. It was found that the serologic reactions were not always of prognostic 
significance. 

The results in the treatment of patients with taboparalysis have not been 
satisfactory. These patients had all been treated previously for tabes dorsalis 
without improvement, and malaria was given as a last resort even though it was 
felt that the advanced parenchymatous changes and the general debility would 
not withstand malaria. The authors think that the life expectancy of patients 
with dementia paralytica is increased by treatment with malaria even though 
complete remission does not occur. The patients treated with typhoid vaccine 
required a larger series of chills, and increasingly larger doses of vaccine were 
necessary to produce satisfactory reactions. 

The treatment with typhoid vaccine can be carried on at home; complications 
are fewer and less serious, and no deaths have occurred in their series. On the 
other hand, the therapeutic results following treatment with typhoid vaccine were 
decidedly less satisfactory than those following treatment with malaria. 


VARICELLA GANGRENOSA DUE TO BACILLUS DIPHTHERIAE, WITH A CARDIAC 
CompLicaTION. JoHN Zanorsky, J. A. M. A. 94:484 (Feb. 15) 1930. 


This is a short case report of a boy, aged 7 years, who developed varicella 
gangrenosa. Diphtheria bacilli were cultured from an ulcer on the leg, which 
healed after the administration of antitoxin. There was a cardiac complication 
and the child died. There was no nasal or faucial diphtheria in the patient or 
in any members of the family. 


Tue ANTIEDEMIC ACTION OF CALCIUM IN EXPERIMENTAL IRRITATIVE EDEMAS. 
M. L. TarntTeR and WILLIAM VANDEVENTER, J. A. M. A. 94:546 (Feb. 22) 
1930. 


Believing that the claims of specific antiedemic action of calcium appear to 
have more of an authoritative than a specific basis, the authors tested the anti- 
edemic actions of calcium lactate in experimental mustard dermatitis in rabbits 
and cats under conditions that were controlled. They were unable to demonstrate 
a protective action of the calcium except when there was a circulatory depression 
—results which support irregular clinical results. The experiments are described 


in detail. RATTNER, Chicago. 


REMARKS ON TUBERCULIN IN DERMATOLOGY. J. JADAssOHN, Brit. J. Dermat. 
41:451 (Dec.) 1929. 


Jadassohn reviews the points on tuberculin that have especially been worked 
on in his clinics at Bern and Breslau. He speaks very little concerning the 
therapeutic application of tuberculin because he has not had sufficiently good results 
to consider tuberculin a valuable remedy in dermatology. Of all the varieties 
of these diseases he has treated, he has had the best results with tuberculids 
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in the proper sense, but in these cases he states that there is also a tendency to 
heal spontaneously regardless of any rules. He feels that the reason why treat- 
ment with tuberculin has not given better results with the tuberculodermas may 
be that the right method has not yet been found, and this perhaps because very 
little is yet known of the nature of the action of tuberculin. 

He states that the best, but still not very definite, conception of the action 
of tuberculin seems to be given by Martenstein as follows: “First step: Tuber- 
culin, whether it be ecto- or endo-tuberculin, is not poisonous for the nontuberculous 
organism. In the organism changed by tuberculous infection it is transformed to 
a poison reacting with one or several specific substances, present in the infected 
organism. Second step: The organism exposed to this poison tries to transform 
it into an innocuous substance.” 

An important factor in the foregoing conception is represented by the sub- 
stances now generally called “procutines and anticutines,’ which increase or lessen 
the action of tuberculin. The existence of such substances is much discussed 
because of the great difficulty of proving their presence. Jadassohn feels that 
the presence of procutines in the tissue of tuberculin papules, in the serum of 
tuberculin blisters, in the blood serum of patients suffering from certain tuberculous 
infections and especially in the serum of animals very resistant to tuberculosis is 
definitely proved. The anticutines are to be found in the serum of some tuber- 
culous persons who have been treated with tuberculin, and also in certain forms 
of tuberculosis of the skin with “specific anergy” (the sarcoid group). 

In discussing the methods he used for tuberculin investigations Jadassohn states 
that because of reactions they have abandoned diagnostic subcutaneous injections 
more and more, especially as the cutaneous reactions offer a useful but not entirely 
satisfactory substitute. He lists as the most important cutaneous reactions the 
Pirquet, the intracutaneous injection of Mendel-Mantoux or the subepidermal 
injection of Sahli. He has completely abandoned the ophthalmo reaction on account 
of damage to the eye. He considers the tuberculin ointment reaction (Moro) 
of great importance. Finally, the demonstration of procutines and anticutines is 
sometimes used. 

In speaking of the clinical symptoms of cutireactions, the author states that 
the reactions may correspond in their form to the specific tuberculoderma of the 
patient. Lymphangitic reactions are seen rather often, sometimes once, mostly 
several times in the same patient. In these cases of lymphangitis one may assume 
either that the toxic factors which are produced in the site of the local tuberculin 
reaction are carried away especially by the lymphatic vessels and so act on their 
walls, or that the walls of the lymphatic vessels are strongly impregnated with the 
substance reacting with the tuberculin. One may also suppose that the lymphatic 
vessels are latently infected with the bacilli. It is necessary to note late reactions 
more than has been done before, since it seems that the tuberculin reaction can 
develop after an incubation period of several days (especially in apparently anergic 
cases). One cutireaction can influence another even when they do not adjoin. 
Tuberculin reactions that have disappeared for a long time can again flare-up if 
tuberculin is injected subcutaneously; the same may be observed in cutaneous 
reactions. ‘“Paradoxic reactions” have been noted in which the reaction to a weaker 
dose of tuberculin is stronger than that to a larger dose, without the cause being 
attributable to differences in the site of injection. Changes have also been noted 
in the intensity of tuberculin reactions according to the seasons, and the author 
thinks that this is noteworthy in view of the knowledge that tuberculids come 
and go according to seasons. 

Jadassohn comments on his experiments with lepra tuberculoides, demonstrating 
that tuberculoid structure can exist without tubercle bacilli. He thinks that one 
must acknowledge that each of the three important sister infections, tuberculosis, 
syphilis and leprosy, have a tuberculoid structure in certain forms, in certain 
allergic periods or in certain persons. Since the morphology of an infection disease 
is considered as a result of biochemical reactions between the bacilli and the 
organism, one can see in the reaction of tuberculin—in cases of nontuberculous 
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disease —the proof of the possibility that biologically related infections give the 
same reaction against an agent even if it has a different origin. The author thinks 
that this nonspecific reaction is of no great importance from a practical point of 
view and has nothing to do with the newest attempts to deny the specificity of 
tuberculin. 

He comments on the great differences existing between the accepted true tuber- 
culids and conditions such as sarcoid, lupus pernio, lupus miliaris and granuloma 
annulare. These conditions are frequently marked by their relatively negative 
tuberculin reaction, and since 1913, Jadassohn has emphasized that this refractory 
behavior to tuberculin on the part of such a large percentage of patients with 
sarcoids and lupus pernio does not argue against, but in favor of, a tuberculous 
etiology. 

The cutireaction in the classic tuberculids is, in a strict sense, generally positive 
in both normal and diseased skin, but the tuberculids may sometimes give a 
“contrast reaction in an opposite sense”; that is, sometimes tuberculid lesions 
rubbed with tuberculin (Moro ointment) do not react, or react less than healthy skin. 
In explaining this phenomenon one may suppose that the production of the tuber- 
culids may be considered as a local reaction to tuberculin, and that this has at 
a certain stage exhausted the local antibodies so that nothing has been left to 
react with the tuberculin introduced, and the new formation of antibodies may 
be impossible for some time. It is known that a strong tuberculin reaction is con- 
sidered to be a favorable sign, and that in tuberculosis, clinically diagnosed, a 
weak or negative reaction is considered to be unfavorable. In sarcoid and lupus 
pernio, however, important exceptions to these rules exist for in these cases more 
or less characteristic alterations in the lungs and bones may be found, which, 
as far as is known, have a relatively good prognosis in spite of the existing anergy. 
In spite of the fact that these patients often do not react to tuberculin, nothing 
is known which indicates a particularly unfavorable prognosis in these cases. 

In discussing the question of how far one can judge the prognosis of the 
tuberculodermas by their reaction to tuberculin, Jadassohn states that one must 
first decide whether the forms of tuberculosis of the skin, which, according to 
experience, are relatively benign, differ from the more serious forms in their 
reaction to tuberculin. The lesions of sarcoid generally do not grow much larger, 
have little tendency to heal spontaneously (in contradistinction to the tuberculids) 
and obstinately resist treatment. This slight tendency to heal on the part of the 
sarcoids is in accord with the weak or missing reaction to tuberculin. Circum- 
stances are different in lupus miliaris, for although generally anergic, there is a 
greater tendency to heal. Tuberculosis colliquativa reacts strongly to tuberculin, 
as do the papulonecrotic tuberculids and lichen scrofulosorum, and these conditions 
heal readily. Erythema induratum is often very chronic and resistant to treatment 
and is more or less hyperergic. The second point in question is: How is one 
able to give a special prognosis for each patient suffering from a certain form 
of tuberculosis of the skin judging by the state of his tuberculin allergy? Jadassohn 
states that one can speak with even less certainty regarding this point, since the 
healing faculty depends on so many circumstances that one point, even as important 
as tuberculin allergy, cannot always be decisive. 

In his discussion, Jadassohn takes for granted that the so-called tuberculids, 
strictly speaking, as well as the sarcoid-pernio group, are produced by the immediate 
effect of the bacillus on the skin, and he states that the most interesting problem, 
since the acceptance of this conception, has been to try to find out what causes 
the diversity of the tuberculodermas in spite of their identical etiology. He 
discusses the facts that may have some influence on the form and course of the 
tuberculodermas and mentions the type of bacillus; the variations in toxicity of 
different™strains of bacilli; the modification of the virulence of the bacilli that 
enter the skin, e. g., from the blood stream; the importance of the number of 
infecting bacilli; the mode of entrance of the bacilli into the skin; the qualities 
of the infected region; the age of the patient; the sex and puberty and pregnancy; 
the circulation of the blood and lymph; an unknown factor, the congenital manner 
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of reaction to the bacilli, both of the whole organism and, particularly, of the 
skin; constitutional factors; accidental factors, e. g., nourishment, climate, light 
and cold; associated skin and general diseases, and, finally, what he considers 
as perhaps the most important, namely, the way in which the whole body and 
the skin react to the bacilli. The last point is studied by tuberculin tests. 

The inoculation of the skin at the time of ritual circumcision, resulting in a 
severe ulcerating tuberculosis, and the auto-inoculation observed in patients with 
severe internal tuberculosis are cited by Jadassohn, and he states that in both 
cases one is dealing with anergy. In the former case, the so-called normal anti- 
bodies do not yet exist; in the latter, he speaks of “cachectic anergy.” 

Jadassohn thinks that tuberculin allergy is important for the development of 
the special forms of tuberculodermas. He states that there are pronounced differ- 
ences in the regularity of the development of the allergy, being regular in syphilis, 
less so in leprosy and least in tuberculosis. He thinks that physicians must treat 
their patients so that both the organism and the disease of the skin may be 
favorably influenced at the same time by modification of the allergy. He further 
emphasizes the important unknown factors, namely, the reason why the tuberculin 
allergy develops in different ways in different persons. 


A Case OF PROGRESSIVE PIGMENTARY DERMATOSIS (SCHAMBERG), WITH 
REFERENCE TO THE BLOOD CHOLESTEROL AND EPIDERMAL SIDEROSIS. 
L. J. A. Loewentuat, Brit. J. Dermat. 41:473 (Dec.) 1929. 


A case is reported in a man, aged 83, who first noted a brown patch on the 
left external malleolus which progressively spread as far as the knee, with a 
similar patch on the right leg; the first patch was of five years’ and the latter 
of three years’ duration. Sections showed varying amounts of iron, and serial 
examination revealed several cells containing large numbers of “Prussian blue 
positive” granules, which Loewenthal has endeavored to trace in their course. 
His studies confirmed the work of Pautrier and others in connection with the 
transference of particles from cutis to epidermis, and the evidence shows that even 
large granules may be taken into the epidermis by means of pseudopodia formed 
by certain “epidermal” (probably endothelial) cells. The blood cholesterol content 
was normal. 


A CASE OF MONOLATERAL ERYTHROMELALGIA OF APPARENTLY HYSTERICAL 
Oricin. P. B. Mumrorp, Brit. J. Dermat. 41:478 (Dec.) 1929. 


Mumford describes a case in a Jewess, aged 25, who scalded her wrist in 
January, 1929, and on the following day noted a feeling of stiffness in the fingers, 
wrist and forearm. The whole hand was swollen and tender, the swelling ending 
abruptly just above the burn. The condition disappeared the following morning, 
but recurred at varying intervals every day, being especially marked in the 
evening. The burn healed in a fortnight. The author saw the patient three 
months after the burn had healed, and on examination the hand appeared more 
highly colored on the affected side, was warmer and showed a few areas of 
bluish-red cyanosis of varying size. The condition cleared up within a week 
after the administration of calcium lactate plus the great assurance that she would 
get well. The patient’s sister suffered from severe Raynaud’s disease. The case 
impressed Mumford as being largely of hysterical origin, though perhaps occurring 


in a person predisposed to vascular instability. Wien, Chicago 


Acip-BasE EQUILIBRIUM IN DERMATOLOGY. SPILLMANN, DROUET and VERAIN, 
Ann. de dermat. et syph. 10:1301 (Dec.) 1929. 


The authors present an extensive report of their investigations of the fa index 
of the blood in various dermatoses. For their determinations they have used a 
new hydrogen bulb electrode method, as they believe that the colorimetric method 
is unreliable. Van Slyke’s method was employed in determining the alkali reserve. 
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In fifty cases (thirty of eczema, four of urticaria, two of prurigo, four of 
erythrodermia, one of lichen planus and nine of psoriasis) all showed some varia- 
tion in the acid-base equilibrium. In most instances this was either a mild acidosis 
or an alkalosis; rarely, a marked disequilibrium. The relation between the pa 
and the alkali reserve varied; both were lower or higher than normal, or one 
was normal while the other gave lower or higher readings. 

Acidosis or alkalosis was encountered in the same disease; thus in eczema, 
fifteen cases showed acidosis and fifteen alkalosis. This was practically true of 
the other diseases investigated, except for psoriasis in which eight cases showed 
alkalosis, and only one, acidosis. The authors do not consider these results 
astonishing. They think that they can be explained by the doctrine of cutaneous 
reaction, i. e., dissimilar functional disturbances may produce the same morphologic 
response. 

In discussing the origin of the acidosis in their patients, the authors consider 
the well known causes of this condition (diabetes, nephritis, etc.), none of which 
was present in their patients. It, therefore, must originate from more subtle 
sources, such as alimentation, hepatic dysfunction and allergy. The latter has been 
shown experimentally to provoke acidosis (in anaphylactic shock, for example), 
and as most of the diseases they studied are commonly considered as of allergic 
origin, their examinations and therapeutic results conform to this hypothesis. 

The presence of alkalosis is easier to understand. It may be due to an excessive 
introduction of bases or to their insufficient elimination. Vagotonia and alkalosis 
‘appear associated. 

In therapy, the authors have used simple measures. This allowed more clearcut 
deductions. They have noted undoubted influence on the manifestations of the 
skin. Thus in an eczematous patient with alkalosis, alkaline therapy produced 
an exacerbation while phosphoric acid caused a rapid disappearance of the disease. 

Determination of the acid-base equilibrium is of great importance in dermatology. 
It is fundamental in that it indicates the terrain on which the dermatosis originated, 
and it furnishes information on which to base logical therapeutic procedures. 


SPONTANEOUS TRICHOPHYTOSIS OF GRAY Rats: WuitH SOME CONSIDERATIONS 
OF THE NATURAL EVOLUTION OF THE INFECTION. Du Bors, Ann. de dermat. 
et syph. 10:1359 (Dec.) 1929. 


The infection appeared among the five eldest of a family of nine rats kept 
in a laboratory animal cage. The organism was probably introduced with the 
bedding, which had been renewed fifteen days before the onset of the disease. 
The fungus was identified as Trichophyton gypseum-granulatum. In produced a 
mild, spontaneously abortive infection of the coats of white rats. The spontaneous 
appearance of the disease in gray mice seems to show the possibility of a saprophytic 
life in nature of these fungi. It also explains human infections in which the direct 
source of contamination is otherwise inexplicable. 

In the rats the clinical manifestations exhibited two types; a distinctly inflam- 
matory, follicular, suppurative infection and a desquamative, scaly, alopecic infec- 
tion. The second type occurred only as a contamination from animal to animal ; 
the first, from nature to animal. The agglutination titer was much stronger in 
the latter cases. 

This experience shows that certain hypotheses based on experimentation are 
hazardous ; for example, the statement of Rivalier that a classification of cryptogams 
according to their antigenic properties is desirable, is contradicted. 


DEATH FROM PULMONARY EDEMA IN A PREGNANT WOMAN, FOLLOWING AN 
INJECTION OF NEOARSPHENAMINE. L. M. PAutRiER and R. GLasseEr, Bull. 
Soc. franc. de dermat. et syph. 36:1169 (Dec.) 1929. 


The patient, who was in the seventh month of gestation, was receiving anti- 
syphilitic therapy for latent syphilis. Three injections were well borne, but the 
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fourth (0.75 Gm.) was followed by sudden death. Autopsy revealed pulmonary 
edema. 


THe INFLUENCE OF REGIONAL SYMPATHETIC IRRADIATION ON CERTAIN 
CUTANEOUS MANIFESTATIONS OF SypHiLis. J. Gourtn, A. BIENVENUE and 
P. Daoutas, Bull. Soc. frang. de dermat. et syph. 36:1172 (Dec.) 1929. 


The authors, who were pioneers in this application of the roentgen ray, studied 
the influence of irradiation of the sympathetic fibers in the axilla (two cases) and 
inguinal regions (one case) on secondary syphilids. Axillary irradiation produced 
some regression of the lesions; inguinal irradiation produced exacerbation. The 
authors believe that regional sympathetic irradiations produce a systemic shock, 
varying with the area subjected to treatment, and this explains the influence on 
the syphilitic manifestations. 


THE TREATMENT OF TINEA CAPITIS WITH THALLIUM ACETATE. M. FABRE, 


Bull. Soc. frang. de dermat. et syph. 36:1177 (Dec.) 1929. 


The author reports the cases of sixteen patients who were treated by this 
method with satisfactory results. He found that a dose of 7 mg. per kilogram of 
body weight was sufficient. None of the patients had any noteworthy ill effects 
from the drug. 


MiIcHAEL, Houston, Texas. 


PIRETO AND MALARIAL THERAPY IN SYPHILIS. 
e sifil. 70:986 (Oct.) 1929. 


Pasini reports favorably on the results obtained in neurosyphilis with malarial 
therapy, particularly when associated with antisyphilitic treatment. The clinical 
symptomatology and the pathologic changes in the spinal fluid in dementia 
paralytica are favorably influenced in from 40 to 50 per cent of cases, and in 
some statistical reports this proportion is as high as 73.7 per cent when treatment 
is instituted early. 

In tabes results are also good, although the proportion of improved cases is 
lower than in dementia paralytica. It is difficult to say how much the improvement 
is due to the fever therapy and how much to the associated chemical antisyphilitic 
treatment. 

In syphilitic meningitis, the association of pireto therapy with the chemical 
antisyphilitic treatment gave better results. In these cases there is no corres- 
pondence between the clinical and the serologic improvement. 

In early syphilis of the skin, pireto and malarial therapy are inferior in their 
results to chemotherapeutic measures. The action of fever is more beneficial in 
the tertiary cutaneous manifestations and in late syphilis of the bones, although 
it is always inferior to chemical antisyphilitic treatment. 

In cases resistant to arsenic, bismuth or mercury, fever therapy may give good 
results. In a case reported by the author in which intensive antisyphilitc treat- 
ment failed to influence a tertiary syphiloderma, malarial inoculation resulted in a 
rapid disappearance of the lesion. 

Malarial therapy should be used in cases of early syphilis with positive reactions 
of the spinal fluid, thus preventing the future development of dementia paralytica 
or of other serious manifestations of neurosyphilis. 


A. Pasin1, Gior. ital. di dermat. 


PIRETO AND MALARIAL THERAPY IN TABES DORSALIs. 
di dermat. e sifil. 70: 1026 (Oct.) 1929. 


The author reports results of treatment in fourteen cases of tabes dorsalis, 
in six of which malarial inoculation was used, while in the other eight intravenous 
injections of Nicolle’s vaccine were given. The majority of patients improved 


M. Arto, Gior. ital. 
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under such treatment, the painful manifestations being the first to disappear or at 
least to diminish. Results were better with malaria than with the intravenous 
injections of piretogenous vaccines. 


DIFFERENTIAL DrtaGNosis OF RAyNAuUD’s DIsEASE. Totosa CoLomeEr, 
Progresos de la clinica 37:545 (Sept.) 1929. 


The author goes thoroughly into the differential diagnosis between Raynaud's 
disease, endarteritis obliterans and Buerger’s disease, and reviews the literature 
to date. He accepts the views of Buerger with the exception that he has found 
endarteritis in cases of the disease that bears his name. Capillaroscopic studies 
were performed in cases of this group of gangrenes, but no differences were found 
that could be of help in the diagnosis. In some of his cases the clinical condition 
was that of Raynaud's disease, although the pathologic observations were those 
of Buerger’s disease. 


VENEREAL LYMPHOGRANULOMATOsIS. C. GAMMA, Riforma med. 45:1035 (Aug. 
3) 1929. 


This is a valuable article concerning the description of this disease, and a 
general review of the pathology, etiology, diagnosis and treatment. 


SYPHILIS OF THE NERVOUS SYSTEM IN MUSSULMEN OF TRIPOLI. D. LoNGo, 
Riforma med. 45:1209 (Sept. 7) 1929. 


The author comments on the supposed rarity of nervous syphilis among Arabians 
and reports ten cases found among members of this race in Tripoli. Among these 
cases there were five of cerebrospinal syphilis, one of dementia paralytica and 
four of tabes. He denies the rarity of nervous syphilis in the Arabians and 
believes that the incidence of this form of syphilis is the same as among Europeans. 


ROENTGEN THERAPY OF MALUM PERFORANS PeEpis. LuiGci TuRANO, Riforma 
med. 45:1242 (Sept. 14) 1929. 


The author reports excellent results with lumbosacrai applications of the 
roentgen ray in the treatment for perforating ulcer of the foot. He uses filtered 
roentgen rays about every twenty days, and in most cases three or four sessions 
are necessary before healing takes place. In his opinion such beneficial action 
is due to the direct action of the roentgen rays on the spinal ganglions, which 
govern the nervous nutrition of the skin. PaRpo-CasTELLo, Havana. 


THE QUESTION OF TRANSMISSION OF ERYSIPELAS. THERESE KINDLER, Dermat. 
Wehnschr. 88:7 (Jan. 5) 1929. 


In repeating Wagner's original attempt (1888) to influence the course of late 
syphilis of the central nervous system by infection with erysipelas, the author, 
working in the clinic of Artz, made some interesting observations in reference 
to the direct (i. e., not by culture inoculation) communicability of this disease in 
three cases. Each of the three subjects received fourteen inoculations of the 
contents of fresh bullae from erysipelas on the inner surface of the forearm and 
in the interdigital regions. These areas had been scarified lightly. In order to 
assure a take, dressings already used for patients with erysipelas were employed 
to bind up these inoculated regions. A take was not possible in a single instance. 
The author concludes that the general views as to the easy communicability of 
erysipelas, particularly in young healthy persons, should be somewhat modified, 
and she cites numerous examples from the literature to prove her contention. 
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Tue INFLUENCE OF NEOARSPHENAMINE ON THE INCUBATION PERIOD OF 
MALARIA INOCULATION IN EARLY SypHILIs. FRANZ WALTER, Dermat. 
Wehnschr. 88:19 (Jan. 5) 1929. 


The divided opinions as to the cause of a long or short incubation period after 
inoculation of malaria in cases of early syphilis caused the author to study a series 
of sixty-five cases with the idea of ascertaining as short an incubation period 
as possible. The author found that previous treatment with arsphenamine had 
no effect on the incubation period and that its duration was extremely variable 
depending on a number of factors, such as the amount of inoculated blood, the 
time of inoculation and the climatic and meteorological conditions. 


PATHOLOGIC ANATOMY OF ACTIVE VISCERAL (ORGANIC) Sypuitis. E. Brack, 
Dermat. Wchnschr. 88:57 (jan. 12) 1929. 


The rarity of the possibility of seeing active syphilitic involvements of the 
viscera at autopsy has resulted in a small number of reports on this branch of 
syphilis. In a well illustrated, short article, the author reports several cases 
of active visceral syphilis occurring in persons dying of some intercurrent disease. 
This article should be read in the original to be properly appreciated. 


PRIMARY ASPERGILLUS INFECTION OF THE SKIN AS A COMPLICATION OF 
MICROSPORON IN A CuILp. C. L. KARRENBERG, Dermat. Wchnschr. 88:89 
(Jan. 19); 125 (Jan. 26) 1929. 


Nine days after roentgen epilation of the scalp for a patch of Microsporon 
(Audouini), a child, aged 6 years, developed a grayish-yellow, elevated, vesiculo- 
pustular eruption on the neck which rested on a well marked, inflammatory base. 
No general symptoms existed. The clinical appearance of this lesion did not 
appear to be caused by Microsporon, and cultures and microscopic examination 
revealed Aspergillus flavus but not Microsporon. Aspergillus was recovered at 
different times from several regions on the neck. However, this parasite could 
not be demonstrated in histologic sections of the lesions. The author inoculated 
the cultures into his arm in two places and produced a lesion similar to but less 
intensive than that on the patient. Retrocultures of Aspergillus were obtained 
from the lesions produced on the author. The question arises whether or not 
Aspergillus was the cause of the eruption on the neck. There is a good discussion 
of the immunology of Aspergillus. 


Tue HistopatHoLoGcy or Crimatic Buspo (LYMPHOGRANULOMATOSIS INGUI- 
NALE). R. Hoeppii, Dermat. Wchnschr. 90:305 (March 1) 1930. 


The author had occasion to examine the glands of thirty-six patients with 
this disease in the Tropical Institute at Hamburg. He came to the conclusion 
that although the histologic picture is not specific, it occurs with such regularity 
as to be considered characteristic of the disease. The original article should 
be read for details. 


AborTIVE Scapies. R. Kutiscu, Dermat. Wchnschr. 90:315 (March 1) 1930. 


The author reports a case in which a single burrow, 5 cm. long, was found 
on the flexor surface of the right wrist. It existed for six weeks without general- 
ization. Eggs and a female representative of Sarcoptes homiens were removed 
from the burrow and confirmed by a second observer. 


McCartuy, Washington, D. C. 
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Use oF BACTERIOPHAGE FILTRATES IN TREATMENT OF SUPPURATIVE CONDI- 
tions. T. B. Rice, Am. J. M. Sc. 179:345 (March) 1930. 


Rice reports the results of his experience involving approximately 300 cases 
treated by the local application of bacteriophage filtrates to a wide variety of 
suppurative lesions, such as boils and carbuncles, abscesses, staphylococcus cellulitis, 
staphylococcus purulent arthritis, appendiceal abscess, peritonitis, puerperal sepsis, 
fecal and urinary fistulas, cystitis, infected wounds, bed sores, leg ulcers, perineal 
lacerations, osteomyelitis, infected tuberculous lesions of bone, mastoidectomy 
wounds and running ears, sinusitis, staphylococcus septicemia, impetigo, acne and 
streptococcus infections. In about 90 per cent of the cases excellent results have 
been obtained. Stock preparations are apparently as good as those specially pre- 
pared, except in a few cases. Stock preparations have the great advantage that 
they are readily available at the time needed, and can be used at a distance from a 
bacteriophage laboratory. Dosage does not seem to be important, provided the 
filtrate is used in sufficient amount to give good contact as a wet dressing. No 
bad results of importance have been observed. Strong antiseptics have seemed 
to be contraindicated while phage was being used. 


MALIGNANT Sypuivis. U. J. Wiie, L. and A. S. Wartnin, Am. J. 
Syph. 14:1 (Jan.) 1930. 


In a case of severe and fatal malignant syphilis occurring in a young man, 
aged 24, with 325 distinct ulcerative lesions in his skin, associated with maculo- 
papular eruption, the ulcerative lesions were found, on microscopic study, to be 
sharply circumscribed anemia infarctions of the corium and epidermis due to 
thrombosis of the cutaneous vessels, secondary to syphilitic obliteration of medium 
sized vessels at the border of the corium and subcutaneous tissue. The great 
size, sharply punched-out borders, scanty exudate and cone shaped form of the 
ulcers, the absence of histologic lesions of syphilis in their borders and the absence 
of spirochetes in them, Wile et al. assert, all belonged to the secondary infarction 
process. The malignancy of the syphilitic process was evidenced in the almost 
universal involvement of the dermal vessels, leading to their obliteration, thrombosis 
and consequent infarction of large areas of the skin. This is a new explanation 
of the cutaneous lesions of malignant syphilis; no previous case like it is said to 
have been described in the literature. The extensive visceral involvement in this 
case (thyroid, heart, pancreas and urinary bladder) makes it also unique in the 
literature of malignant syphilis. The question of congenital or acquired syphilis 
in this case is an open one. In favor of a congenital infection is the maternal 
psychosis and the absence of any evidence as to a primary lesion. The patient 
showed also slight bony stigmas. On the other hand, he admitted frequent 
exposure; his primary sore may have been hidden, or so slight that he did not 
notice it. The evidence favors an acquired syphilis, and if this is the case, the 
patient presents the youngest example of acquired syphilitic myocarditis so far 
reported. 


E. L. 


FaTaL MuttiepLe Fat EMBOLISM IN PATIENT GIVEN ARSPHENAMINE. 
Burns and L. BromBercG, Am. J. Syph. 14:43 (Jan.) 1930. 


Burns and Bromberg report the case of a woman, aged 51, who suffered 
aeute illness and death following the injection of arsphenamine. Pathologically a 
hemorrhagic encephalitis, indistinguishable grossly from that described in many 
arsphenamine deaths, was found. Microscopic examination revealed multiple fat 
emboli in the brain, kidneys and lungs. 
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COMPARATIVE VALUES OF ANTIANTHRAX SERUM AND OF NEOARSPHENAMINE 
IN TREATMENT OF EXPERIMENTAL ANTHRAX. T. J. KUROTCHKIN and H. A. 
REIMANN, J. Infect. Dis. 46:36 (Jan.) 1930. 


Kurotchkin and Reimann report that of three patients with cutaneous anthrax 
receiving neoarsphenamine, two recovered. In order to obtain further information 
in regard to the comparative value of antianthrax serum and of neoarsphenamine, 
experiments were made on the treatment of anthrax infections in laboratory animals. 
Specific immune serum was found to be of no value in treating experimental 
anthrax infections in mice, guinea-pigs or rabbits. Neoarsphenamine was also 
of no value in the treatment of anthrax infection in mice and rabbits according 
to the technic used. Neoarsphenamine was apparently of distinct therapeutic value 
in guinea-pigs when it was injected simultaneously with ordinarily fatal doses of 
anthrax bacilli. 


ERYSIPELAS IN INFANCY AND CHILDHOOD. J. A. Foote, South. M. J. 23:29 
(Jan.) 1930. 


Foote believes that the specificity of Birkhaug’s serum in simple erysipelas is 
well established. It acts clinically much as diphtheria antitoxin does, requiring 
about eighteen hours to exert an appreciable local and general action. The 
amount given, regardless of age, should be the full therapeutic dose found in the 
market, which is at present 20 cc., corresponding to 1,000,000 skin test units, 
the larger and more frequent doses being required in the very young. In the 
new-born or those less than 3 months of age, at least 500,000 units (10 cc.) should 
be given again in twelve hours. Especially in cases of erysipelas of the new- 
born, both antitoxin in large dosage and transfusion should be used promptly. 
When treatment has been delayed more than a day or two in the new-born, 
transfusion followed by serum would be indicated in the hope of preventing general 
sepsis. A drop in temperature followed by a subsequent rise is evidence of 
insufficient dosage or extreme toxemia. When local lymphadenitis is present, 
larger dosage and more persistent treatment will be required. The gravity of the 
prognosis in the very young should always be borne in mind. Blood cultures 
may be of great prognostic aid. As in other forms of treatment, the younger the 
child, the more grave the prognosis. If transfusion is to be used, it may precede 
the injection of the antiserum. 


Cuarcot’s DISEASE IN TABOPARESIS. G. F. PEters, J. Ment. Sc. 75:639 
(Oct.) 1929. 


In all three cases reported by Peters there was a family history of serious 
mental or nervous instability, so extreme in one case as to have led to certification. 
The earlier the age at which the Charcot joints occurred in the respective patients, 
the more severe and widespread were the lesions, and it was in the juvenile case 
that Charcot’s disease was most marked in an uncommon situation, namely, the 
spinal column. In the juvenile case the Charcot lesion had existed for seventeen 
years before signs of mental disorder made it necessary for the patient to be 
certified. The patient who was 41 years old when she was admitted to Horton 
had had signs of mental disorder for a year and ten months before the Charcot 
joint appeared. The patient who was 50 on admission had been under certificate 
for about seven years before the joint lesion occurred. It was the Charcot lesion 
in two of the cases that first drew attention to the patient’s physical condition. 
In two of the cases there was a definite history of injury to which the condition 
was at first attributed, and several falls were suffered by the third patient prior 
to the appearance of the lesion. One of the patients noticed symptoms of tabes 
dorsalis for the first time soon after giving birth to a child, and had another 
complete pregnancy after she had lost power in her fingers, arms and legs. 
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VULVOVAGINAL PRURITUS: TREATMENT. MAUCLAIRE, Bull. et mém. Soc. nat. 


de chir. 55:1210 (Nov. 30) 1929. 


Mauclaire does not favor treatment by resection of the internal pudendal nerves 
because of the danger of injury to the nerve supply of the sphincter ani. In his 
patient, aged 34, the vulvovaginal pruritus developed following appendectomy and 
ablation of the left ovary and suspension of the uterus for a prolapse. Another 
laparotomy done five months later was not successful and two months after his 
intervention resection of the perineal branches of the internal pudendal nerves 
was done. The result was good. Vulvovaginal pruritus, however, is now treated 
either with local roentgen therapy or by roentgen irradiation of the sacral nerve 
roots. Actinotherapy and diathermy also are used. In spite of his successful 
surgical intervention Mauclaire advises operation only if all other therapy has failed. 


RELATION BETWEEN HERPES ZOSTER AND CHICKENPOX. P. BowurGIN, Paris 
méd. 2:443 (Nov. 16) 1929. 


Bourgin reports that in two children, aged 4 years and 11 months, respectively, 
who lived in an isolated community, typical chickenpox, but in a very mild form, 
developed (within ten days in one child and two weeks in the other) after the 
occurrence of symptoms of herpes zoster in the mother. Although no infectious 
disease had been noted in the village, vaccination against smallpox had been done 
some time previously. According to Bourgin the etiologic relation between the 
herpes zoster in the mother and the chickenpox in the children is indisputable. 


GENESIS OF CUTANEOUS PIGMENTATION. N. Lovisatti, Gior. di clin. med. 
10:1137 (Dec. 10) 1929. 


Lovisatti reviews the theories on the genesis of melanotic cutaneous pigmentation 
and considers the various physical, chemical and functional causes of pigmentation. 
He regards the melanotic pigment as an elaboration of the skin designed to arrest 
solar radiations and thinks that the various causes of hyperpigmentation may be 
combined by a common factor consisting in a dilatation of the cutaneous vessels. 
These vascular modifications facilitate the deposition of the propigment in the 
basal cells in which oxydasis occurs. 


ENZYME REACTION IN CONGENITAL SypuHiLis. U. pE Grroncott, Pediatria 
37:1253 (Nov. 15) 1929. 


De Gironcoli found the enzyme reaction more sensitive than the Wassermann 
test, especially in treated cases of syphilis and in cases in which the personal 
history pointed to syphilis. While the enzyme reaction need not entirely replace 
the Wassermann test, it should be, in every case, the necessary complement, by 
reason both of the results that it gives and of the simplicity of the technic. 


TREATMENT OF SYPHILIS WITH SOLUBLE QUININE BismMuTH IopIpE. E. P. 
Fipanza, Semana méd. 36:1430 (Nov. 14) 1929. 


Fidanza has obtained good results in the treatment of primary and secondary 
syphilis by intramuscular injections of a proprietary preparation of quinine bismuth 
iodide, dissolved in water. The injection is given every other day and does not 
cause inflammatory or local reactions; it is painless and is well tolerated. The 
author asserts that the intramuscular injection of this solution has a more rapid 
action than the oily or organosynthetic suspensions. In cases of greatly infiltrated 
chancre, he observed the disappearance of the spirochetes as early as the second 
day after the injection, and healing of the chancre resulted as early as ten days 
after the injections were begun. 
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AorRTITIS IN THREE HEREDOSYPHILITIC BROTHERS: Goop RESULTS OF ANTI- 
SYPHILITIC TREATMENT. V. H. LocaTELii, Semana méd. 36:1439 (Nov. 14) 
1929. 


Locatelli believes that the occurrence of aortitis in several members of the 
same family indicates the presence of congenital syphilis. He reports the case 
of two brothers, aged 27 and 23, with crises of angina pectoris, hypertensive 
crises, retrosternal pain and all the symptoms of aortitis. Roentgenoscopy con- 
firmed the diagnosis of aortitis. In the history of the two patients, it was found 
that an older brother, aged 30, had died about two years before of confirmed 
aortitis. Antisyphilitic treatment gave good results in both patients. Roent 
genoscopy showed that the pathologic condition was slowly disappearing and that - 
the patients were gradually recovering. 


DIABETES OF SYPHILITIC ORIGIN: SEVEN CASES. P. HEREDIA, Semana méd. 


36:1688 (Dec. 12) 1929. 


Heredia states that diabetes may appear as a complication of syphilis in any 
stage of the disease, but more frequently it appears associated with tertiary 
syphilis. Syphilitic diabetes has no special characteristics which permit its differ- 
entiation from ordinary diabetes. From his studies on seven patients, aged from 
21 to 65 years, with syphilitic diabetes, the author concludes that the statement 
that diabetes has a syphilitic origin should be based on the history of the patient 
and on the clinical data given by the patient. Either the presence of syphilis or 
a positive Wassermann reaction in a diabetic patient have diagnostic value. The 
improvement of diabetes under antisyphilitic treatment is the criterion of most 
value, but the failure of the treatment to improve or cure diabetes does not nullify 
the réle that in the individual case syphilis plays in diabetes. Syphilis is not the 
usual cause of diabetes, though it may produce it with relative frequency. Diabetic 
patients with a history of syphilis, or with lesions which may arouse the suspicion 
of coexistent syphilis, should be given antisyphilitic treatment. In some cases, anti- 
syphilitic treatment is followed by recovery of the patient. In all patients in whom 
indefinite symptoms or syndromes appear, glycosuria and hyperglycemia should be 
sought for, since syphilitic diabetes may present a varied symptomatology. 


DETECTION OF HYPERSUSCEPTIBILITY TO ECZEMA: SIGNIFICANCE FOR INDUs- 
TRIAL MEDICINE. BETTMANN, Deutsche med. Wchnschr. 56:131 (Jan. 24) 
1930. 


Bettmann points out that some authorities have advocated that, in industries 
where the employees work with substances that may cause eczema, the susceptibility 
of the workers to these substances should be tested. In case of a positive reaction, 
either the worker should be advised to seek other employment or desensitization 
should be attempted. The author shows that the tests for the detection of hyper- 
susceptibility are still in the experimental stage. He advocates further investiga- 
tions of this problem. The proportion of the number of persons who actually 
develop eczema to the number of persons who give a positive reaction in hyper- 
susceptibility tests should be determined. Tests for the detection of hypersuscepti- 
bility and desensitization treatments can be considered practical only if it has been 
proved on a large material that the majority of persons who give positive reactions 
develop eczema if they are not desensitized, and that those who give negative 
reactions remain free from eczema. 


ars. 


NATURE OF VARICELLATION. G. FeppeRs, Jahrb. f. Kinderh. 125:308 (Nov.) 
1929. 


On the basis of his observations in twenty-five cases of varicellation in children, 
Fedders concludes that cutaneous varicellation is a form of infection with chicken- 
pox in which the reaction of the organism limits the eruption to the site of vaccina- 
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tion. In rare cases in which immunity does not develop, the process becomes 
generalized. Cutaneous infection is therefore a form of preventive vaccination 
and gives good results when used during the first half of the incubation period 
of the natural infection. Its value is lessened by the fact that the persons 
vaccinated are infectious. 


RESULTS OF DIETARY TREATMENT IN TUBERCULOSIS OF SKIN. P. WICHMANN, 
Klin. Wchnschr. 8:2366 (Dec. 17) 1929. 


Wichmann employed the dietary treatment of Gerson, Sauerbruch and Herr- 
mannsdorfer in thirteen patients with tuberculosis of the skin. The regulations 
were strictly adhered to; namely, the diet was salt-free and the patients were 
given cod liver oil which contained phosphorus. Local therapy was discontinued 
during the time the patients received dietary treatment. In nine of the thirteen 
cases the results of the diet were favorable. Two of these nine patients had been 
treated for several years with other methods and had shown no improvement. 
Of the four persons who were not influenced by the dietary treatment, three had 
been treated only for from four to five weeks. The other patient, however, had 
received dietary treatment for thirteen weeks, and no improvement could be noted. 
On the contrary, the lupus progressed. In the majority of cases the tuberculous 
ulcerations of the skin and of the mucous membrane disappeared entirely, so that 
infiltrations were no longer noticeable. The exudative forms of lupus also showed 
a marked improvement. However, the dry squamous forms did not react to the 
dietary treatment. A complete disappearance of all lupus nodules was not observed 
in any of the cases. The assertion of some authorities that the usual hospital or 
sanatorium diets, which are rich in calories, accomplish the same results as the 
Gerson-Sauerbruch-Herrmannsdorfer diet is disproved by the author. Concerning 
the permanence of the results, he states that, after three years, of eight patients 
who had shown favorable results at the time of the treatment, four had no relapse, 
while in three others the disease became progressive again. The author thinks 
that the results of dietary treatment are more favorable than those that are gained 
if only light treatment, specific therapy or chemotherapy is applied. In other groups 
of patients the author investigated the most important factor in the dietary treat- 
ment. He comes to the conclusion that the cod liver oil containing phosphorus 
is helpful; however, it is not the only factor. The omission of sodium chloride 
seems to be of minor significance, because the results were almost as favorable 
when it was not used. 


INJECTIONS OF MILK FOR TREATMENT OF SUPPURATIVE BuBoEs. E. KROMAYER, 
Jr., Klin. Wehnschr. 8:2378 (Dec. 17) 1929. 


Kromayer directs attention to the great therapeutic value of milk injections 
in the treatment of suppurative buboes. Of 131 patients who came under his 
observation during the last three and one-half years, forty-five received only local 
antiphlogistic treatment, and eighty-six were treated with milk injections. Of the 
forty-five only six recovered spontaneously, that is, without operative treatment, 
while of the eighty-six that had received milk injections, fifty-eight recovered with- 
out surgical treatment. The technic of the milk injections is described as follows: 
Fresh cow’s milk is boiled in a water bath for thirty minutes. The floccules that 
form are removed by filtration through a sterile gauze filter. From 6 to 10 cc. 
is then injected into the gluteus maximus. At the later injections from 10 to 15 cc. 
is administered. In all, the patient requires from two to four injections. They 
are given at intervals of from three to four days. Several hours after the injection 
the patient’s temperature rises. In the evening it generally reaches from 102 to 
104 F. During the night and the following day it subsides again. The injection 
area is usually somewhat painful. The effect on the bubo is sometimes already 
noticeable on the day following the first injection. The inflammatory swelling and 
the pain decrease. In the course of the next two weeks the bubo disappears. In 
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some instances, surgical treatment becomes necessary in spite of the milk injec- 
tions. However, under the influence of the injection, the buboes become less 
painful and “ripen” much quicker, so that the operation can be performed earlier 
than in patients who had not received injections. The author states further that 
milk injections had favorable effects not only on the buboes but also on chancroids 
and phimosis. 


PecULIAR, PRoBABLY HERPETIFORM DisEAseE. K. MENDEL, Med. Klinik 25:1925 
(Dec. 13) 1929. 


Mendel reports six cases of a peculiar disease that came under his observa- . 
tion in a period of four weeks. He asserts that in thirty years of practice cases 
of this type had not been observed by him. The disturbance was characterized 
by intense pains in the leg or in the thigh. The attacks usually occurred during 
the night. On examination no objective symptoms could be detected and motor 
disturbances were likewise absent. Application of warmth made the pains more 
severe, whereas movement and pressure alleviated them somewhat. Medicaments 
were without effect. The disturbance generally lasted from one to several weeks. 
After that it disappeared again. The author considers the disturbance an herpeti- 
form disease, without vesicular eruptions that is, an inflammatory infectious process 
either in the spinal ganglion or in its vicinity, possibly in the posterior root. 


AORTA-SPLEEN SYNDROME IN DIAGNOSIS OF SYPHILIS. R. Korspscu, Med. 
Klinik 25:1998 (Dec. 27) 1929. 


Careful observations during the last eight years have convinced Korbsch that 
changes in the aorta and an enlargement of the spleen are significant factors in 
the diagnosis of late syphilis. Because these two symptoms generally concur, 
the author designates them as the aorta-spleen syndrome. These conditions may 
be detected by physical as well as by roentgen examination. The changes in the 
aorta are those characteristic of syphilitic aortitis. The enlargement of the spleen 
is usually not palpable as a tumor, but percussion reveals a larger area of dulness. 
During roentgenoscopy the spleen appears pear shaped, the enlargement being 
mostly at the lower pole. What makes the aorta-spleen syndrome particularly 
valuable is the fact that in late syphilis it occurs more regularly than a positive 
serologic reaction. The author describes one case that clearly illustrates the 
practical significance of this syndrome. 


TREATMENT OF VARICOSE VEINS BY MEANS OF DIATHERMY COAGULATION. 
O. MERDINGER, Med. Klinik 25:2003 (Dec. 27) 1929. 


Merdinger treated eighteen patients with varicose veins by means of diathermy 
coagulation. He describes the technic of this treatment. The effects were not 
always entirely satisfactory. However, the author hopes that an improved technic 
will give better results. He considers diathermy of varicose veins superior to 
injection therapy because it is more agreeable for the patients, complications are 
avoided and the permanent results are more favorable. 


TUBERCULOSIS OF SKIN AS OccUPATIONAL DISEASE IN MINERS. J. Fasry, 
Miinchen. med. Wchnschr. 76:1962 (Nov. 22) 1929. 


Fabry points out that tuberculosis of the skin, especially in former years, was 
frequently observed among coal miners. In most instances the disease was localized 
on the back of the hands and on the fingers. The author thinks that probably 
autoinfection with tuberculous sputum or with tuberculous nasal mucus was the 
cause of the skin disease. He points out that when coal was cut with a pick, the 
hands of the miners were often injured by falling stones. It is therefore under- 
standable that, since the introduction of modern machines, these injuries have 
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considerably decreased and consequently also tuberculosis of the skin. The author 
enumerates other modern improvements which provide better hygienic conditions 
for the coal miners. 


RELATION BETWEEN AMAAS AND SMALLPOX: SIGNIFICANCE OF SMALLPOX 
VACCINATION FOR PREVENTION OF Boru Diseases. E. LESCHKE, Minchen. 
Med. Wehnschr. 76:2079 (Dec. 13) 1929. 


Leschke points out that beside the severe form of smallpox there is also a 
milder torm. It is identical with the disease that in some countries is termed 
alastrim or amaas. The author designates it as “mitigated” smallpox. Its clinical 
aspects differ somewhat from those of smallpox. The mortality is low, being 
about 1 per cent. The virus of amaas shows all the characteristics of the virus 
of smallpox. It appears to be a modification of the smallpox virus in which the 
virulence is somewhat weakened. The author asserts that smallpox vaccination 
protects against the severe as well as against the mitigated form. He describes 
the development of an amaas epidemic in the Netherlands. His report clearly 
shows that in order to prevent epidemics of amaas, the same severe measures are 
necessary as are legally prescribed for smallpox. The author also directs attention 
to the complications, such as encephalitis, that occasionally develop following 
smallpox vaccination. In order to reduce the danger of such complications he 
recommends that less virulent vaccines be used; further, that the first vaccination 
be performed as early as possible, and finally that the number of vaccination 
incisions be limited to one or two. 


ALLERGEN-FREE CHAMBERS USED IN TREATMENT OF BRONCHIAL ASTHMA AND 
OTHER ALLERGIC DisEAsEs. M. J. GUTMANN and H. von HOssLe, Miinchen. 
med. Wehnschr. 76:2092 (Dec. 13) 1929. 


Gutmann and von Héssle discuss the significance of house and climate allergens 
in the pathogenesis of the various allergic diseases. The detailed report of four 
cases shows the therapeutic value of allergen-free air, which is provided by 
specially constructed chambers. The mechanism of the apparatus as well as the 
method of treatment is described. The authors conclude that for many patients 
with bronchial asthma and with other allergic diseases, such as hay-fever, migraine, 
allergic eczema and chronic bronchitis, the allergen-free chamber is of great 
diagnostic and therapeutic value. It is convenient and practical. 


CANCER OF TONGUE: ROENTGEN TREATMENT. G. SCHULTE, Strahlentherapie 
34:541 (Dec. 4) 1929. 


Schulte reports a case of cancer of the tongue in which the patient was cured 
by means of roentgen irradiation. The patient, a man now aged 52, consulted 
Garré in 1923 with a cancer involving the entire base of the tongue and extending 
to the pharynx and the glosso-epiglottic ligament and far anteriorly. Marked oral 
fetor was present. The regional lymph nodes were much enlarged, hard and 
painful. The patient could not swallow solid food and experienced great difficulty 
and pain on drinking even water. Garré considered total extirpation of the tongue, 
but because a permanent cure could not be expected and because of the enlarged 
lymph nodes, he recommended intense roentgen treatment as a palliative measure. 
After four weeks of roentgen treatment the patient was completely free from 
disturbances of swallowing and could eat solid food. The fetor had disappeared. 
An ulcerated area of the cancer had become almost completely covered with 
epithelium. Five months later, however, the patient returned with a tumor the 
size of a small hen’s egg, overlying and firmly adherent to the left sternoclavicular 
joint. On both sides of the neck along the sternocleidomastoid muscle there was 
a chain of lymph nodes ranging in size from a hazelnut to a pigeon’s egg. The 
general condition of the patient was unsatisfactory. The tumor was removed 
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surgically and both the site of the tumor and the enlarged cervical lymph nodes 
were subjected to intense roentgen irradiation. Microscopic examination of the 
tumor revealed cancer. Nevertheless two months later the enlarged lymph nodes 
had disappeared and the patient’s condition was greatly improved. During the 
past six years the patient has remained perfectly well and has been able to follow 
his former occupation. The movement of the tongue is almost normal, the speech 
is clear and the cervical lymph nodes are not enlarged. 


: 


CHRONIC RECURRENT ERyYSIPELAS: ACTINOTHERAPY. L. BOuHMER, Strahlen- 
therapie 35:130 (Jan. 9) 1930. 


Bohmer gives the clinical histories of ten cases of chronic recurrent erysipelas 
in which cure was effected by irradiation of the entire body. He emphasizes the 
importance of a preliminary determination of the sensitivity of the patient’s skin 
to ultraviolet rays and gives an illustrated description of an instrument that he 
uses for this purpose. The treatment is begun with short weak irradiations whose 
duration and intensity are gradually increased. The author explains the cures on 
the basis of an esophylactic action of ultraviolet rays, because in several of the 
patients in whom the disease process was localized on the face, improvement was 
noted following irradiation of only the body. 


CHRONIC PARONYCHIA: ROENTGEN TREATMENT. R. Roawrepacnu, Strahlen- 


therapie 35:136 (Jan. 9) 1930. 


In chronic paronychia, Rohrbach has found roentgen irradiation more effective 
than any other form of treatment. He gives 12 X with 2 mm. aluminum filter 
(measured with a Sabouraud-Noiré photometer according to Hans Meyer’s method) 
and repeats this irradiation six weeks later. In cases in which the paronychia 
recurs, two more irradiations are given, one three and one six months after the 
first irradiation. The hand is carefully covered in such a manner that the terminal 
phalanx of the diseased finger is exposed to the rays but the joint is not. 


Lupus VULGARIS: TREATMENT. S. BomMer, Strahlentherapie 35:139 (Jan. 9) 
1930. 


Bommer describes the Gerson diet and states that he has obtained excellent 
results with it in the treatment of lupus vulgaris. Wéith this diet he has cured 
his patients in from six to eighteen months. One good feature of this form of 
treatment, particularly in cases of lupus of the face, is the thinness of the 
resulting scar. 


Lupus VULGARIS: SURGICAL AND FINSEN TREATMENT. A. KROPATSCH, 


Strahlentherapie 35:158 (Jan. 9) 1930. 


On the basis of a study of the clinical histories of 1,332 patients treated at 
the Lupus Institute of Vienna from 1920 to 1927, Kropatsch discusses the advantages 
and disadvantages of surgical treatment and of Finsen treatment. He believes 
that from the standpoints of cosmetics and speed and permanence of cure, the 
best results are obtained from a combination treatment with a caustic ointment 
and Finsen light. 


TUBERCULOSIS AND ErytHEMA Noposum. N. RINGERTZ, Acta pediat. 9:54 
(Oct. 30) 1929. 


Ringertz reports the occurrence of erythema nodosum in two patients with 
tuberculosis and advances these cases as evidence of an intimate relation between 
these two conditions. 
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TRAUMATIC TUBERCULOSIS OF SKIN. F. WAHLGREN, Acta pediat. 9:68 (Oct. 30) 
1929, 


Wahlgren reports the case of a boy, aged 8 years, in whom a cut on the foot 
was followed by primary tuberculosis of the adjacent skin. The clinical diagnosis 
was confirmed by a biopsy. Under Finsen treatment the lesion healed completely. 


TREATMENT OF Lupus ERYTHEMATOSUS WITH INTRAVENOUS INJECTIONS OF 
Go_p CHLoripE. H. HAxtuHavusen, Hospitalstid. 72:1125 (Nov. 21) 1929. 


Haxthausen treated 109 patients. Intravenous injections of gold chloride were 
given once a week, the initial dose of 1 mg. being increased only if after several 
injections no results followed, in which case 5 mg. was injected, this being increased 
if ineffective to 10 mg. From the large proportion of patients apparently cured 
or definitely improved by this treatment, he concludes that the method seems to 
give results as good as those obtained by the use of the gold compounds in 
common use. The combined treatment with gold chloride and Finsen irradiation 
surpassed in results purely local or internal treatment. Gold chloride seems to 
have few harmful effects and none of grave nature, and is far cheaper than other 
gold compounds. The concentration of gold used, 1: 1,000, is strongly bactericidal 
and sterilization of the solution is unnecessary. 


LIcHEN-RUBER-CORNEUS-LIKE ARSPHENAMINE EXANTHEM OR LICHEN RUBER 
CorneEvus? C. THeEsterr, Finska lak. sallsk. handl. 71:938 (Nov.) 1929. 


In Thesleff’s case an exanthem clinically and histologically corresponding to 
lichen ruber corneus or lichen ruber verrucosus developed on the front of the 
lower part of both legs after a grave arsphenamine intoxication with general 
dermatitis. 


STAPHYLOMYCOSIS WITH ESPECIAL REGARD TO TREATMENT OF FURUNCLES AND 
CARBUNCLES. S. HANSEN, Ugesk. f. lager. 92:131 (Feb. 6) 1930. 


In all cases of furuncles and carbuncles in the initial stage, Hansen advises 
purely conservative treatment. In all surgical cases excision of the necrotic tissue 
with a small sharp knife, with the introduction of a tent saturated with normal 
horse serum, is recommended as a quick, painless and sufficiently radical surgical 
intervention. During the last two years 130 cases of furuncles and carbuncles 
in the surgical stage have been successfully treated by him by this method. 


News and Comment 


BIRMINGHAM DERMATOLOGICAL SOCIETY 


On March 1, 1930, seven physicians of Birmingham, Ala., who devote their 
time to dermatology and syphilology, organized the Birmingham Dermatological 
Society. The following officers were elected: Dr. F. E. Stockton, president ; 
Dr. Andrew L. Glaze, vice president ; Dr. Charles O. King, secretary and treasurer. 
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Society Transactions 


BROOKLYN DERMATOLOGICAL SOCIETY 
ARTHUR M. Persky, M.D., Secretary 
Dec. 16, 1929 


E. Atmore Gavuvain, M.D., Presiding 


Lupus ErytHEMATOsSUS? Presented by Dr. Louts CHARGIN. 


G. E., aged 25, was previously presented before the society in April, 1929, 
the diagnosis at that time being lupus erythematosus. The patient received twelve 
injections of gold and sodium thiosulphate, the last one in July. The lesions 
practically disappeared, but there had recently been a recurrence of one of them. 


DISCUSSION 


Dr. E. W. Asramowitz: I remember that I was strongly influenced in 
favoring a diagnosis of lupus erythematosus because I thought there was too much 
telangiectasia for any other type of lesion. I am glad that the patient responded 
to gold therapy. 

Dr. ABRAHAM WALZER: [I still insist it is not lupus erythematosus. The fact 
that the lesions disappeared under treatment does not prove that it is lupus erythe- 
matosus. There is no atrophy. 

Dr. B. B. Berkowitz: Regarding the question of atrophy raised by Dr. Walzer, 
I would say that the condition is not of sufficiently long standing for atrophy to 
have developed. The fact that the eruption responded to gold and sodium thio- 
sulphate therapy does not prove it to be lupus erythematosus, as a number of 
other diseases have been reported to be cured or ameliorated by gold therapy. 

Dr. Louts CHARGIN: This patient presented an erythematosus eruption located 
in front of the ears, on the ears and on the scalp. The eruption on the ear was 
covered with large scales, while the rest of the eruption showed no exfoliation. 
In the discussion that evening, one of our members suggested the diagnosis of 
lupus erythematosus, in spite of the fact that the usual characteristics were lacking. 
In a case of lupus erythematosus persistent for a year or so, one would expect 
a certain amount of atrophy and scaling, both of which, except for the large 
scales on the ears, were lacking in this case. Moreover, there was a total absence 
of the patulous follicular openings. However, because I leaned to the diagnosis 
of lupus erythematosus, I gave the patient gold therapy, the result of which 
as you can see, is a disappearance of practically all the lesions. Since fully 
40 per cent of patients with lupus erythematosus markedly improve, or are 
temporarily cured by gold therapy, it is reasonable to assume that we are most 
likely dealing with this disease. There has recently been a mild recurrence of 
one of the patches, for which I expect to give additional gold therapy. 


Lupus Presented by Dr. B. B. 


Mrs. F. G., aged 55, exhibited an eruption of one year’s duration. There 
had been a painful ulcer of the ear. The ulceration had healed, but the pain 
persisted over the right ear. From the midportion of the helix down to the 
lobule there was an erythema of bluish color with some thickening of the skin. 
The center of this lesion was slightly yellowish, with a thin white scar at the 
upper end. On the superior portion of the helix one-quarter inch above the 
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scar, was a yellowish white papule the size of a pinhead. On examination, 
the blood chemistry was found normal. 

Roentgenologic examination of the chest showed a definite neoplasm of the 
lung. The patient also showed a more or less generalized adenopathy. The 
Wassermann reaction was negative on May 7, 1929. There was no history of 
exposure to excessive cold. 

DISCUSSION 


Dr. Jacop SKEER: When this patient was first seen about ten days ago the ear 
was edematous and crusted. I thought of the possibility of epithelioma. The 
patient insisted that the lesion developed slowly, and that there was no exposure 
to cold, heat or sunburn. 

Dr. B. B. BeErKowi11z: This patient came to the clinic ten days ago. One of the 
other physicians who saw her said that she had a yellowish crust covering the 
lesion, which suggested impetigo. Improvement followed the application of a 
boric acid wet dressing, and then the patient failed to reappear at the clinic. 
The roentgenologic examination of the chest showed a definite carcinoma of the 
lung, which was confirmed by a second examination. Regarding the question of 
duration, at first the patient said that it was three months; then she said that 
it was seven months. She denied any exposure to excessive cold. It is painful. She 
refuses to let us touch it, and a biopsy in this case is out of the question. The 
only diagnosis I thought of was lupus pernio. 


OnycHo_Lysis IpiopaTHica. Presented by Dr. Louts CHARGIN. 


R. R., aged 30, married, a housewife and the mother of three children, had 
always had, in general, good health. During the latter part of her last pregnancy 
(about one and one-half years before presentation), the patient noted a separation 
of the nail from its bed on one of the fingers of the left hand. In the course 
' of time, other fingers of the left hand became involved. Eventually, the finger 
nails of the right hand became affected. There was no eruption. The condition 
began with a slight separation of the nail at the free margin on the radial side. 
This gradually progressed until it involved about one third of the nail. This 
process was repeated on all the affected nails. 

At the time of presentation, four fingers of the left hand and three fingers of 
the right hand were affected. On the left hand, the thumb nail was detached on 
both the ulnar and the radial sides; the index, middle and ring fingers, only on 
the radial side. On the right hand, the thumb nail was likewise involved on both 
the radial and the ulnar sides, while the little and ring fingers showed the separa- 
tion only on the radial side. The nail substance appeared normal and was neither 
thickened nor thinned. The nail bed was likewise normal. There was no pain. 
Subungual hyperkeratosis was absent. 


DISCUSSION 


Dr. WiLLIAM CAanTOR: I have seen several cases of the same general nature. 
They started with one nail and involved more or less all the nails on both hands. 
They usually do start along the lateral margin, and the nail plate itself is not 
involved. Onycholysis is synonymous with onychauxis and occurs in exfoliative 
dermatitis from many causes, in psoriasis and in tenia of the nails. A fungus 
infection must still be considered, even if scrapings are negative for mycelia. 


A Case For DraGnosis. Presented by Dr. W. H. Best. 


S. C., aged 32, a lawyer had an eruption for 15 years. When he presented 
himself for examination there were over the ensiform cartilage, red nodules 
covered with coarse white scales. The lesions increased by peripheral extension, 
some attaining the size of a twenty-five cent piece, with an elevation of about 
one-eighth inch. Most of them were the size of a split pea. New lesions developed 
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from time to time, following the costal margin, around the thorax to the spine 
and then upward to the left shoulder. The larger lesions were capped with scales; 
some were crusted. At the site of many of the old lesions which had been treated 
by the roentgen rays and ultraviolet radiation, the area was flat and erythematous. 
The lesions had been limited entirely to the left side of the thorax. 

The patient had always been in good health. He had a verrucous nevus unius 
lateralis, extending from the umbilicus to the chest. A microscopic examination of 
one lesion suggested epithelioma. 

DISCUSSION 

Dr. E. W. AprAmMowitz: I think this is one of the most interesting cases of 
the evening. It is unusual that a patient with a linear nonpigmented nevus should 
develop multiple epitheliomas in the nevus areas, so early in life. I fail to see 
anything suggestive of an epithelioma of the specimen shown under the microscope, 
unless the nest of cells seen in the corium, which I think may be nevus cells, are 
indicative of epithelioma. I would like to have the opinion of Dr. Satenstein on 
this slide. Clinically, the lesions are typical of multiple epithelioma. 

Dr. Jacosp SKEER: I think that it is epithelioma. The slide bears me out. The 
rete pegs and the papillae are not elongated. The basal membrane seems to be 
intact, but the pigment layer seems to be more deeply pigmented than normal. 
Deep in the corium are numerous groups of epithelial cells. I also noticed that 
the blood vessels were markedly hypertrophied and enlarged. There is also a 
great deal of fibrous tissue present. 

Dr. B. B. BERKow1trz: One or two of the lesions had ulcerated and were treated 
by the roentgen rays with erythema doses, and they disappeared nicely. Some 
of the others were treated with ultraviolet radiation. Some have flattened, leaving 
pigmentation. 


ANGIOMA? Presented by Dk. ABRAHAM WALZER. 


A. F., aged 33, married, had had no important illness previous to the one in 
question. The present lesion had developed three years previously when the patient 
noticed that the tip of her finger became elevated and painful. Six months before 
presentation (following a trauma), the lesion bled, and the bleeding could not 
easily be controlled. Following this, a dark-brown spot appeared on the finger 
within a white area. About two or three months later, bleeding recurred, and 
again the hemorrhage was controlled with difficulty. When the patient presented 
herself for examination, the middle finger of the left hand showed anteriorly near 
the tip a bluish-white patch the size of a dime, somewhat elevated, but not sharply 
outlined. In the center of this white patch was a darkly pigmented, elevated 
area, sharply outlined, about the size of a pea, and flat, hard and cold. Sur- 
rounding this were a number of points, some of which were red, others dark brown. 
There were no palpable glands and no lesions of the mucous membrane. 


DISCUSSION 

Dr. Price: I think it is a verrucca with traumatic hemorrhage. 

Dr. JacosB SKEER: It is suggestive of melanoma. 

Dr. J. C. Granam: I agree with Dr. Price. I suggest excision. 

Dr. Wittiam Cantor: I followed this case for a number of months. I can 
also state that the patient had these points from which bleeding might have occurred, 
and the discoloration was bluish black. The mass does not seem to be attached to the 
underlying bone. I thought it might be a cystic lesion which has some melanotic 
or angiomatous tissue. 

Dr. E. W. Apramow!tz: We have to consider the possibility of an ordinary 
verrucca on a traumatic, possibly hemorrhagic, base. We cannot really make an 
absolute diagnosis without biopsy. 
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Dr. ABRAHAM WALZER: I suspect melanoma and for this reason hesitate to 
make a biopsy. 


EpIDERMOLYSIS BULLOSA HEREDITARIA. Presented by Dr. FRANK. 


Baby W., aged 6 months,. had at birth bullae on the left thigh, leg and neck. 
These healed up and new ones appeared, and with slight trauma bullae developed 
on the tongue at different intervals. The patient presented bullae over different 
areas of the body. The nails were atrophied. The lesions appeared whenever 
the skin was traumatized. 

The results of Wassermann tests of the mother and father and the placental 
cord were negative. 

DISCUSSION 

Dr. WiLtiAmM Cantor: This case shows involvement of the nails, which is due 
to bullae of the nail bed. They elevate the nail plates and cause dystrophies. The 
child also has several nails missing, which is a common occurrence in epidermolysis 
bullosa. 

Dr. E. W. Apramowi!tz: I think this is a classic case of epidermolysis bullosa. 
The child even presents the little cystic lesions on the knees and one portion of 
the lobe of the ear, which is one of the cardinal symptoms. It is interesting to 
note that there is no history of a similar disease in the family. 


MELANOMA. Presented by Dr. ABRAHAM WALZER. 


A. V., a married woman, aged 47, presented herself for examination, with an 
eruption of eleven years’ duration. She had had no treatment. At presentation 
there was on the upper right part of the chest, posteriorly, a patch the size of a 
dollar, sharply outlined, elevated and composed of four distinctly raised soft lesions. 
The color of the lesions varied from red to dark brown. On diascopic pressure, 
the right upper lesion disappeared, but the others did not. 


DISCUSSION 

Dr. E. W. Apramowitz: The lesion cannot be malignant if it has been present 
for eleven years. As it is possible that the patient is mistaken in her observation, 
I advise the removal of this growth with surgical diathermy, for microscopic 
examination. I suspect that it is a pigmented epithelioma. 

Dr. J. C. GRAHAM: I do not know just what Dr. Walzer means by melanoma. 
Does he mean malignant melanoma? I think that it is a benign pigmented nevus and 
that it ought to be removed rather widely. If in eleven years it has not grown 
more than it has, I cannot consider it malignant. 

Dr. ABRAHAM WALZER: I think that it is a malignant neoplasm. 

Dr. Jacosp SKEER: People have lesions of this kind for years and if the lesions 
are not irritated nothings happens. The trouble is, we never know what is going to 
happen. The fact that there is no general melanosis is not against a diagnosis 
of malignancy. 


Bazin’s DISEASE, TUBERCULIDE AND ADENITIS. Presented by Dr. Lovuts 

CHARGIN. 

R. F., aged 20, single, a clerk, first noted the eruption with which she was 
troubled about three years previous to presentation. At that time, nodular lesions 
developed on the lower extremities, ulcerated, and on healing, left scars. One 
and one-half years later, smaller lesions appeared over the elbows and the hands, 
which left small round scars. Around the knees there were numerous papule 
necrotic lesions in the various stages of evolution and involution. On the lower 
third of the leg were numerous larger, erythematous, indurated lesions, some of 
which were ulcerated. 

The clinical examination of the lungs revealed nothing abnormal. <A roentgen- 
ogram showed calcification of the glands apparently in front of the apex and not 
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in the lung itself. On the left side of the neck there were numerous glands with 
marked calcification. 


DISCUSSION 


Dr. E. W. Asramowitz: I suggest the diet of Gerson of Sauerbruch’s clinic, 
which is being used with such good results in the treatment of lupus vulgaris. It is a 
diet rich in fat, high in vitamin content and poor in chlorides. 


SCLERODERMA, SCLERODACTYLIA, RAYNAUD’s SYNDROME, 
B. B. BERKOwITz. 


Presented by Dr. 


Mrs. R. N., aged 36, married for nineteen years, was born in Hungary and 
had lived four years in the United States. Her family history was negative. One 
year before presentation, she began to experience pains in the fingers and in the 
toes. The pains lasted several hours and then recurred three months later with 
marked swelling of both forearms. This was itself associated with considerable 
pain. At times in cold weather the extremities were bluish. At no time did the 
fingers or toes return to normal size. At the same time, the patient noticed a 
peculiar yellow color of the face and stiffness of the facial muscles when she was 
laughing or smiling. She also noticed a generalized brownish pigmentation. 


DISCUSSION 


Dr. ABRAHAM WALZER: Thomas Lewis reported that the digital arteries are 
the ones involved in Raynaud's disease, that they are hypersensitive to cold and that 
the changes are produced by the lack of circulation. He compared the symptoms of 
Raynaud’s disease with those of sclerodactylia and suggested that patients with 
the latter have Raynaud’s syndrome, and so possibly show that there is a con- 
nection between these conditions. 


Dr. Jacop SKEER: Endocrine therapy has been given in scleroderma and this 
treatment for the condition is pretty nearly as old as endocrinology. 


Dr. B. B. BeErKow1tz: I am glad that Dr. Walzer made the statement that 
Raynaud’s syndrome comes first in cases of scleroderma. Of course, we do not 
believe all cases of scleroderma are arsenical, although some physicians claim 
they are. One patient whom I have in mind was treated with sodium thiosulphate 
intravenously; the condition cleared up to a considerable extent and the patient 
went home. That patient is now in the Jewish Hospital in a condition far worse, 
with marked atrophy of the legs and contractures of the fingers and fixation of 
the knee joints, due to scleroderma. 


A. M. Persxy, M.D., Secretary 
Jan. 20, 1930 
E. A. Gauvatn, M.D., Presiding 


MONILETHRIX AND KorLonycuia. Presented by Dr. ABRAHAM WALZER. 


L. G., a girl, aged 5% years, presented monilethrix and koilonychia. The 
father showed koilonychia, but no disturbance of the hair. The mother, sister 
and brother showed no change in the nails or hair. Except for measles, the child 
had always been well. The mother claimed that the child was born with a scant 
amount of hair, but that the hair did grow in and was normal for about three 
years. When the child was about 3% years of age, the mother noticed that 
some patches on the scalp were thinned out, especially over the parietal and 
occipital prominences. 
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At the time of presentation she showed the following conditions: There were 
scattered, prominent, follicular openings over the entire scalp, and over the parietal 
and occipital prominences, the hair follicles showed distinct keratosis, the hairs 
being of various lengths (up to about an inch) and many showing distinct monil- 
ethrix. The back and sides of the neck showed marked keratosis pilaris. The 
hair of the scalp was dry. All of the nails were thinned out; the nail folds 
were not prominent. The plates of the nails were spoon shaped; this was espe- 
cially so on the little fingers (koilonychia). The toe-nails were atrophic, but 
showed no koilonychia. 

DISCUSSION 


Dr. E. W. AprAmMowiTz: This is a classic case. It would be worth trying 
thallium acetate depilation to see if the hairs will return and stay normal. There 
have been some cases reported in the literature, but the hairs did not remain normal 
very long. 

Dr. ABRAHAM WALZER: I showed a girl with monilethrix about two years ago. 
Ten months ago, I gave her an epilating dose of the roentgen ray. About four 
months later, the hairs that had returned were apparently normal, but in a few 
months hairs affected by monilethrix appeared, although not as extensive as pre- 
viously. One month ago, I gave her another epilating dose of the roentgen ray and 
the hair is just coming back. Personally, I have no hopes for this treatment, but 
in view of the fact that there have been cases reported as cured, I am doing this. 
The mother of this child also has monilethrix. Roentgen therapy given about four 
months ago has produced no change in the incoming hairs. They still show 
monilethrix. 


ERYTHROCYANOSIS. Presented by Dr. ABRAHAM WALZER. 


M. D., a woman, aged 28, married, had no children. She had never been sick. 
The eruption was of two years’ duration and was especially marked during the 
winter. The lesions were not present during the summer. She gave a history 
of irregular menstruation, both in time and in quantity. At the time of presenta- 
tion a bluish-red discoloration was noted on both hands a little above the wrists. 
The hands were swollen, but did not pit on pressure. The right lower extremity 
was somewhat edematous, with a marked keratosis pilaris on the anterior part of 
the leg. On the lower half and on the sides of the leg were a number of elevated, 
erythematous, edematous lesions, varying in size from that of a dime to that of a 
dollar. Some of them had coalesced, forming a linear patch extending half-way 
around the leg. These edematous lesions did not pit on pressure, but became 
white. The skin over these lesions was smooth and soft. On the inner surface 
of the same leg, there was a violaceous patch, the size of a dollar, below the knee, 
of only a few weeks’ duration, similar in consistency, but not as infiltrated as the 
other lesions. Similar lesions were present on the left leg and the lower lip. 


ERYTHROCYANOSIS ON A NEvus. Presented by Dr. ABRAHAM WALZER. 


W. G., a boy, aged 18, a clerk, gave no history of past illnesses. He said 
that he had had the redness of the upper right extremity ever since he could 
remember. At the time of presentation, erythematous patches of irregular size 
and shape were noted over the right extremity and on the shoulder and chest to 
the midline anteriorly and posteriorly; the patches disappeared on pressure (nevus). 
From the elbow to the fingers, the color was dark red and gradually increased 
in intensity toward the tips of the fingers. This redness also disappeared on 
pressure (nevus plus erythrocyanosis). The hand was a dark cyanotic red and 
felt very cold. The other upper extremity showed no nevus, but the hand was 
a dark red, but not nearly as marked as the right. There were erythematous 
macules on the feet. 
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SYPHILOLOGY 


ARCHIVES OF DERMATOLOGY AND 


DISCUSSION 


Dr. WittiAmM Cantor: In the December, 1929, issue of the ARCHIVES, page 
780, Dr. Kistiakovsky discusses a group of cases of erythrocyanosis, and, according 
to his classification, the disease is mostly an endocrine disturbance. There is usually 
a history of exposure to cold and scanty dress. The condition rarely occurs in 
men. In the boy shown by Dr. Walzer, the lower extremities are absolutely 
clear and one would hesitate to place him in the class of erythrocyanosis. 


Dr. E. W. AsrAmowitz: I think that one of the patients (the girl) presents a 
classic picture of the disease. It is a question whether the acroasphyxia of the 
boy’s hands belongs to the same category as erythrocyanosis. 


Dr. Brinrorp THRONE: I think that it would be interesting if Dr. Walzer 
would have basal metabolic tests performed on the girl to see if there is any thyroid 
involvement. In his book on edema, Le Calve has classed these conditions under 
what he called dysthyroidism. We have had a few cases, but not as typical as these. 
Patients with cyanosis of the extremities and edema, especially fat, flabby females, 
have improved on small doses of thyroid. 


Dr. ABRAHAM WALZER: It is not altogether a question of exposure to cold. 
Cold is in all probability a precipitating factor. In his article on this subject 
Kistiakovsky offered some good suggestions. He emphasized the importance of 
these cases, which are often wrongly diagnosed. As regards the patient with the 
nevus, it is not clear in my mind whether it is a real case of erythrocyanosis. I 
showed him as a comparison with the first patient. If we accept the terms of acro- 
cyanosis and acroasphyxia as symptoms referable to some definite condition as 
cardiac or blood diseases, then we have to exclude this case as a manifestation of 
acrocyanosis or acroasphyxia, because the boy is normal in this respect. All that he 
shows is the tendency to cyanotic discoloration of the extremities, especially the 
upper. I am not sure that it is a true case of erythrocyanosis, but think that it fits 
better into this group than into any other. 


LICHEN SPINULOSUS WITH PIGMENTATION FOLLOWING ARSENIC (Two CASEs). 
Presented by Dr. W. H. Best. 


C. D., a white woman, aged 39, born in the United States, presented herself 
at the Long Island College clinic with several patches of lupus erythematosus, 
about the size of a quarter, on the cheeks and nose. Treatment with a gold 
compound and sodium thiosulphate was instituted, and six injections were given 
at weekly intervals. After the sixth injection, she developed itching and a papular 
rash on the extremities. Sodium thiosulphate was then administered weekly for 
two weeks, after which the itching and eruption subsided. Treatment with a gold 
compound and sodium thiosulphate was then resumed and the patient was given 
two more injections, after which she developed a marked swelling of the ankles. 
The treatment with a gold compound was discontinued and sodium thiosulphate 
was again instituted. Within a few weeks after the last injection of a gold com- 
pound, she developed clustered, keratotic, follicular lesions with spines, which 
appeared in crops and were pigmented. Six injections of sodium thiosulphate were 
given with some improvement; the pigmentation faded and the keratotic lesions 
became less pronounced. 

J. D., a white housewife, aged 55, born in the United States, was admitted to 
the Kings County Hospital with a rather extensive lupus erythematosus on the 
face and behind the ears. Treatment with a gold compound was ordered, but 
through some misunderstanding the intern gave her neoarsphenamine. She had 
0.6 mg. weekly for six injections. No improvement had been noted and the treat- 
ment was discontinued. It was at this time that the error was detected. It had 
been planned to give the patient a few weeks’ rest and then institute treatment 
with a gold compound. During the rest period, the patient noted the pigmentation 
on her chest, shoulders and upper part of the trunk. Examination revealed light, 
brownish, pigmented areas, the size of a coin, and clusters of closely aggregated 
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follicular keratotic lesions with spines. The eruption was extensive, covering 
the greater part of the upper part of the trunk, but most profuse on the back 
and shoulders. Sodium thiosulphate was instituted and continued for several 
weeks (ten injections) with considerable improvement. 


DISCUSSION 


Dr. BINFoRD THRONE: The fact that arsenic is eliminated through the 
sebaceous glands has been known for a long time. I cannot see why if that is the 
case a gold compound could not be eliminated in the same manner. I have had a 
patient with syphilis under my care who has been given a very intensive treatment 
with arsphenamine and bismuth. While under my treatment, she developed a condi- 
tion simulating pityriasis rosea, which lasted for several months. It recurred after 
a few weeks. After the injections of sodium thiosulphate, the urinalysis showed a 
large amount of arsenic. The skin condition responded to the injections of thio- 
sulphate. The changes in the blood chemistry following the use of the heavy 
metals, arsenic, bismuth, mercury and lead, are identical. In addition to the change 
in the chloride-sugar ratio, a lowering of the urea nitrogen is also frequently found. 


Dr. ABRAHAM WALZER: These cases illustrate the fact that the presence of 
spines in the lesions have no definite clinical diagnostic value. Spines can occur in 
many conditions, such as syphilis, trichophytids, lichen planus, Darier’s disease and 
sometimes even with seborrhea. In other words, the mere presence of spines in the 
lesions does not make it lichen pilaris seu spinulosus, which is a definite entity 
usually seen in children. The lesions occur in groups, appearing in crops sym- 
metrically, and the condition is more or less chronic. Its etiology is not known. 
These small lesions in the patient signify intoxication of some kind. It may be 
due to an absorption of the metals administered. This is a rare complication, 
or it may be due to the absorption of some toxic material as the result of the 
breaking up of the lupus erythematosus. 

Dr. Brinrorp THRONE: The occurrence of lichen planus has recently been 
reported following the use of ordinary pentavalent arsenic. I have seen many reac- 
tions from the gold compound, but I have never seen any of this kind. I have no 
doubt that both are due to medication, and with the uncertain etiology surrounding 
all these conditions, I do not think that we should accept Dr. Walzer’s state- 
ment that this type of lesion should be limited to childhood. i 

Dr. E. W. Asramowitz: The pigmentation after the administration of the 
arsphenamines has been described under the term of melanoderma. The follicular, 
keratotic lesions present in conjunction with the pigmentation show that we may 
expect any type of lesion after the use of the heavy metals. Keratoses have been 
described after the use of arsenic and lately after the use of a gold compound. As 
far as I can see, the follicular lesions in these two adults resemble the lichen pilaris 
seen in children. We know that the heavy metals, arsenic, bismuth and a gold 
compound, can produce a lichen planus-like eruption, and a pityriasis rosea-like 
eruption. The two cases presented show a resemblance to lichen pilaris. The 
melanoderma associated with the lichen pilaris is evidence of two different signs 
in the skin produced by drugs. 

Dr. W. H. Best: When I saw these cases, my thought originally was some- 
what in accordance with Dr. Walzer’s. We have always believed that this disease 
was a definite entity essentially of childhood and idiopathic, but I do not see if a 
case shows a definite symptom-complex, which is described under the title of a 
disease, why we do not have the right to name it that disease, even though it 
appears to be of a definite etiology. Dr. Walzer does not seem to agree that 
these lesions are grouped. In the case of the patient from the Long Island College 
Hospital, the keratotic follicular lesions although widespread are in groups, varying 
in size from that of a dime to that of a nickel. In the case of the patient from 
Kings County Hospital, we did not have an opportunity to determine whether 
the lesions came out in successive crops, since she apparently had the full com- 
plement of lesions when our attention was first called to them. In the other 
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case, however, we did determine new clusters of lesions for several weeks. I 
think that we are justified in making a diagnosis of lichen pilaris seu spinulosus, 
if we are going to base the diagnosis on the clinical picture. 


EXANTHEMA MENSTRUALE ANGIONEUROTICUM. Presented by Dr. BINForRD 
THRONE. 


R. G., a woman, aged 42, of Italian parentage, was born in the United States. 
The onset of her condition followed a pregnancy in 1924. The patient said that 
the eruption, which was always limited to the face, neck, arms, forearms and 
hands, appeared a few days before each menstrual period, lasted during the period 
and disappeared spontaneously a few days following the menstruation. The erup- 
tion consisted of lesions resembling urticarial wheals, and at times there were 
erythema and exudation. Repeated Wassermann reactions had been negative. 
Her menstrual periods were practically normal. She had been pregnant three times, 
and had two living normal children, the other pregnancy was terminated by a 
stillbirth. Chemical analysis of the blood showed only a moderate hyperglycemia ; 
the urea nitrogen and uric acid were normal. The basal metabolism was 0.52 
per cent. 

DISCUSSION 


Dr. W. H. Best: It is possible that the rash may be the result of some drug 
that she has taken either prior to or during the menstrual period. Within the last 
few weeks I have seen two cases of giant urticaria with angioneurotic edema 
following the taking of cinchophen for the relief from arthritic symptoms. The 
lesions on the extremities of both these patients were not dissimilar from those 
presented. 

Dr. E. W. ApramMowi!tz: My impression is that the eruption is due to drugs, as 
antipyrine, the barbituric or the cinchophen preparations. The fixed eruption 
first described by Brocq, in 1904, occurred in a patient who took antipyrine for 
painful menstruation, and the eruption was at first ascribed to her periods. 

Dr. ABRAHAM WALZER: This type of case was reported by Armin Lichter 
(Dermat. Wchnschr. 29:847 [July] 1924). His patient developed urticaria during 
every menstrual peried. He took the blood of this woman during the menstrual 
period, reinjected the blood serum intravenously between her menstrual periods and 
produced similar lesions on the body. He injected some of the same serum into 
other women, but could not produce the lesions. This author states that in certain 
instances, there must be some toxic substance secreted into the blood from the 
ovaries during the menstrual period, which is the cause of the eruption. In the 
patient presented, it would be interesting if Dr. Throne would take her serum 
and reinject it intravenously a week or so after the menstruation. 


Dr. BInrFoRD THRONE: This patient came to the Skin and Cancer Hospital 
several years ago, when a diagnosis of erythema multiforme was made. She came 
back a few months ago. Since that time, I have had an opportunity of seeing her 
several times a week, and her history that the eruption clears up completely 
at times is true. The eruption present now started only three days ago, and it 
will progress and become very much more marked. The type of lesion corresponds 
to that reported by Zeiler in the /konographia. The lesions resemble erythema 
and urticaria both clinically and histologically. We did not pay any attention 
to the fact that the patient takes drugs. Definite association with the menstrual 
period would probably mitigate against the taking of drugs. She gives no definite 
history of dysmenorrhea. 


EPIDERMOLYsIS BULLOSA. Presented by Dr. ABRAHAM WALZER. 


O. F., a boy, aged 2% years, was the second of two children. The first child 
was healthy. There was no history of a similar condition in the family. The 
mother said that every time he bruised himself, a bleb developed at the site of 
trauma. The condition commenced when he was 3 days of age. The lesions 
were scattered on the scalp, face, upper and lower extremities and occasionally 
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on the trunk. Over all these locations were many bullae of various sizes and 
shapes, some flaccid, tense, hemorrhagic or pustular, some with no surrounding 
erythema and some with a distinct areola. Vesicles were seen on the lips and 
in the mouth. The nails showed transverse ridges and some were exfoliating, 
with bullae under and around them. The teeth were normal. Cysts, the size 
of a pinhead, were noted on the knees, elbows and backs of the hands. 


GRANULOMA (FOREIGN Bopy?). Presented by Dr. WILLIAM CANTOR. 


G. R., a woman, aged 53, married, had a family history that was unimportant. 
Two years before presentation some fluid was injected into the lacrimal sac by 
a physician. Immediately after this injection the left infra-orbital region became 
infiltrated. Over the left infra-orbital region there was a flattened kidney-shaped 
mass, about 1% inches (3.77 cm.) by % inch (1.27 cm.) having a depression in 
the middle of its upper concave margin. The mass was hard, resistant to touch 
and freely movable. The margin of the mass was distinctly round, and the over- 
lying skin was slightly reddened. The Wassermann reaction was negative. 


DISCUSSION 


Dr. Jacop SKEER, Dr. BinrorD THRONE and Dr. E. W. 
thought that the condition was sarcoid. 

Dr. WitiiaAmM Cantor: Before making a positive diagnosis of foreign body 
granuloma, I considered whether or not the medication or the solution injected was 
absorbable. The fact that the mass developed immediately after injection, in its 
original size as it is now, after the lacrimal duct had been probed, and has remained 
that way is further evidence against sarcoid. I though of a possible fibrosarcoma 
following an enlarged and irritated dacryocystitis. What the injection was, I do not 
know. It might possibly have been a local anesthetic with an irritating quality. I am 
inclined to believe that the tumor is a granuloma due to irritation of an injected 
material. Of course, another thing you have to consider is a proliferative dacryo- 
cystitis. Perhaps the injection did go into the gland and distend it. 


Nevus Univus Laterts. Presented by Dr. G. F. Price. 

F. B., a negress, aged 37, presented a dark, pigmented, elevated, hypertrophic 
lesion on the dorsum of the third and fourth fingers of the left hand extending 
over the metacarpal joints and on the dorsum of the hand. At the side of the 
left wrist, was a flat, glistening, dark area about 2% inches (3.77 cm.) long and 
Y% inch (1.27 cm.) wide, with a few scattered papules. Beginning at the middle 
of the forearm on the extensor surface and extending to the elbow were several 
scattered, linear, lichenified, hypertrophic masses, which were papular in places, 
with scattered areas of pigmentation. Above the elbow and extending to the 
middle of the arm were several areas of pigmentation. The original mass was 
of twenty years’ duration, while the rest of the lesions developed only about eight 
months previous to presentation, following a scratch on the arm. 


DISCUSSION 

Dr. E. W. AsraAmowiTz: I think that we take too much for granted when we 
say that an eruption which is of linear distribution is a nevus. I do not think that 
we ought to make a definite diagnosis of a linear nevus without a biopsy. There 
are eruptions of linear and zoster-like distribution of comparatively short duration 
that have been found to be psoriasis, lichen planus, syphilis or some other odd type 
of dermatosis of unusual systematized distribution. 

Dr. Jacop SKEER: From information the patient gave me, the lesions are of a 
few years’ duration and are very itchy. There also seemed to be numerous lichen- 
like lesions surrounding the hypertrophy. I would take into consideration a 
diagnosis of lichen planus hypertrophicus. 


10600 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


DETROIT DERMATOLOGICAL SOCIETY 
Regular Meeting, Dec. 17, 1929 


ARTHUR M.D., Presiding 


LicHEN PLANUS IN NEGROES. Presented by Dr. GEORGE VAN RHEE. 


C. B., a negro, aged 58, presented a generalized eruption, of three months’ 
duration, consisting of large and small pinhead-sized pruritic polygonal papules. 
Some areas showed signs of hyperkeratosis, and about the wrists there were some 
pigmented patches. 

E. D., a negress, aged 24, had had an eruption for three months. About 
the wrists, in the axillae, and on the upper inner surfaces of the thighs, there 
were a few small flat polygonal papules. There were pea-sized annular lesions 
on the dorsa of the hands. 

DISCUSSION 

Dr. H. J. ParKuurRstT: The gleaming, flat polygonal papules are those of lichen 
planus. The man presented some slightly hypertrophic lesions, while the woman 
showed a few annular ones. In neither patient could I find an eruption in the 
mouth. 

Dr. R. C. Jamieson: I feel that the man has lichen planus with a secondary 
dermatitis due to local applications and scratching. 


GRANULOMA INGUINALE. Presented by Dr. GEORGE VAN RHEE. 


A. S., a negro, aged 19, a student, stated that he had had a chancre and 
gonorrhea fourteen months previously. One year before the time of his presenta- 
tion, ulcers had appeared on the pubes and in the groins. Under spasmodic treat- 
ment with antimony and potassium tartrate they had almost entirely healed, but 
had gradually extended through the perineum to the buttocks. In these areas 


there were a number of single and confluent coin-sized smooth pink scars, those 
on the buttocks presenting a narrow, verrucous, purulent border at one side. 


DISCUSSION 

Dr. R. C. JaMreEsoN: When I first saw this patient, the lesions looked like those 
of granuloma inguinale clinically, although this was never confirmed by the 
laboratory examination. This diagnosis was also favored by the fact that improve- 
ment followed the use of antimony and potassium tartrate. 

Dr. Ketm: I agree with the diagnosis of granuloma inguinale. 

Dr. O. M. Gruuzitr: Although no Donovan bodies were found, the response to 
treatment seems to confirm the diagnosis. 


PHENOLPHTHALEIN ERupTION. Presented by Dr. R. C. JAMIESON. 


S. L., a Jew, aged 35, an automobile salesman, stated that he had had recurrent 
outbreaks of dollar-sized, sharply outlined erythematous patches, scattered sparsely 
over various parts of the surface of the skin. They had appeared at intervals of 
from several weeks to several months during the previous four or five years. 
The lesions had usually numbered about a dozen, and they had often seemed bullous. 
They had been followed by slowly fading pigmented patches, usually lasting about 
six weeks. The outbreaks had been accompanied by sensations of burning and 
itching. The patient gave a history of having taken various cathartics and laxatives, 
including Ex-Lax. At the time of presentation there were several sharply 
outlined large coin-sized brown patches on the arms, legs and trunk. 


DISCUSSION 
Dr. E. C. Troxett: The patient said that he had also used chewing gum 
laxatives. 
Dr. A. E. ScutLver: I have seen him previously with a similar eruption. 
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SERPIGINOUS SyPHILID: A Test oF LUESOL. Presented by Dr. R. C. JAMIEson. 


Mrs. S., a negress, aged 26, presented a widespread eruption of pea-sized 
nodules, some crusted and many showing a circinate arrangement. She was 
presented to show the ineffectiveness of an alleged antisyphilitic remedy, Luesol, 
which was being offered to the medical profession as a specific. Similarly poor 
results had been obtained in other patients with Luesan, a preparation manufactured 
by the same concern. 


DERMATITIS HERPETIFORMIS. Presented by Dr. L. W. SHAFFER. 


E. S., a man, aged 17, stated that an eruption had first appeared on his legs 
a year and a half before presentation, and that it had rapidly become generalized. 
The extensor surface of the arms, and the back, legs, neck and face were especially 
affected, and there was intense pruritus. The eruption consisted of small papules 
and occasional vesicles, with some grouping. There had been no internal medication. 


DISCUSSION 


Dr. R. C. JAMiEsoN: I saw the patient a year ago, and he looked exactly as he 
does now. His basal metabolic rate was then plus 50 to 60. Thyroidectomy was 
performed in March, 1929, and he has not shown much improvement. I agree 
with the diagnosis of dermatitis herpetiformis. 


SEBORRHEIC DERMATITIS (PSORIASIFORM TyPE). Presented by Dr. GEORGE 


VAN RHEE. 


J. McS., a stationary engineer, aged 74, presented groups of scaling erythematous 
macules, of two months’ duration, on the elbows, legs and back. They varied 
in size from that of a pea to that of a small coin. 


DISCUSSION 


Dr. H. J. PARKHURST: Why may this not be true psoriasis? The scales are 
micaceous and not oily, and the localization of the lesions is that associated with 
psoriasis. 

Dr. R. C. JAmrEson: I saw the patient am onth ago, when the lesions were 
more of the seborrheic type. He has never had the eruption before. A month ago 
he also presented grouped hemorrhagic lesions somewhat suggestive of Kaposi’s 
sarcoma. These have faded since that time. 


EryTHEMA Noposum. Presented by Dr. GEORGE VAN RHEE. 


G. H., a single girl, aged 20, a clerk, presented a number of small, deep, tender 
erythematous and violaceous nodules on the legs. The outbreak was of four 
weeks’ duration, and had been preceded by tonsillitis. Most of the lesions had 
subsided. 


ERYTHEMA INDURATUM. Presented by Dr. A. E. SCHILLER and Dr. W. G. 
SCHLEGELMILCH. 


Mrs. J. S., aged 41, stated that she had had ulcers on the legs for eight years. 
She had also complained of swelling of the ankles toward evening. On both 
legs, especially the lower third, were a number of small coin-sized, punched-out 
ulcers, surrounded by a firm, edematous purplish area. There were a number 
of intact deep nodules, the size of a small egg, especially in the posterior aspect 
of the leg and in the upper anterior portion. These nodules were only slightly 
tender, and were slightly violaceous. A tuberculous cervical lymph node had been 
excised in 1916. The Wassermann reaction was negative, and there had been 
no miscarriages. A trace of sugar and many pus cells had been found in the urine. 


DISCUSSION 


Dr. Ketm: The last two cases are good for purposes of comparison. I agree 
with the diagnoses. 


J 
Ke 
i 


1062 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


H. J. Parkuurst, M.D., Reporter 
Regular Meeting, Jan. 21, 1930 
A. E. M.D., Presiding 


EpitHELIOMA. Presented by Dr. L. W. SHAFFER. 


Mrs. H. W. B., aged 35, in March, 1927, had presented a crusted patch, 3 mm. 
in diameter, at the right side of the tip of the nose. Removal of the crust had 
revealed a glistening, slightly raised surface with a suggestion of a pearly border. 
There was also a mild rosacea. At that time, the diagnosis was seborrheic kera- 
tosis with beginning epithelioma. One skin unit of unfiltered roentgen rays was 
administered, and repeated in six weeks, followed by marked improvement but 
not complete disappearance of the lesion. Light fulguration was employed in 
August, 1927, but the lesion remained slightly crusted. It was again fulgurated 
in September, 1929; and in November, 1929, another skin unit of roentgen rays 
was administered. The lesion had persisted in its original form, with slight 
increase in size; and it presented no tuberculous characteristics. 


DISCUSSION 
Dr. Wie: The lesion 1s probably a superficial epithelioma, which is highly 
resistant to treatment. I should advise burning it out. 


Dr. H. J. ParKuuRsT: This case appears to be suited for treatment by electro- 
desiccation. 


PERIADENITIS Mucosa NecroTicA RECURRENS. Presented by Dr. Kero. 


L. S., a woman, aged 50, had first noticed lesions in the oral cavity six years 
before presentation. Since that time, successive crops of identical lesions had 
been appearing, and she could not recall having been free from the associated 
pain for a period longer than two weeks. The lingual and buccal mucosa and 
the inner surface of the lower lip were involved. The lesions were papulonecrotic, 
varying in size from that of a pinhead to that of a dime. At the time of 
presentation there were three nearly healed ulcers on the side of the tongue near 
its tip, a large crateriform ulcer on the inner surface of the upper lip and an 
early papular lesion on the mucosa of the lower lip. The Wassermann reaction 
was negative. 

DISCUSSION 

Dr. A. P. BippLe: I have seen the patient in years past, and her condition has 
never varied. I should like to know the etiology of this disease. 

Dr. Wire: At the last meeting of the American Dermatological Association, 
Dr. Morrow presented three cases of this condition, and it was widely discussed. 
These lesions used to be called chronic aphthous ulcers of the mouth. As 
Dr. Morrow pointed out, they usually occur in women and are like papulo- 
necrotic tuberculids. They are painful. They are thought to be little embolic 
infective foci. That name is abominable. The present case is a classic example 
of the condition. 

Dr. Kerm: I agree with Dr. Wile’s remarks and think the process is like a 
papulonecrotic tuberculid.. I shall try administering a gold compound intravenously 
and shall note the results. 


A Case For D1aGnosis. Presented by Dr. R. C. JAMIESON. 


Mrs. H. E. C., aged 40, had been severely stung about the legs and ankles by 
bees while in the tropics, ten months previously. About both ankles and on the 
lower third of both legs were several small, excoriated, cutaneous nodules. They 
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were intensely pruritic, and were said to have persisted at the sites of the bee 
stings. Several were said to have involuted. 


DISCUSSION 


Dr. Kem: We have all seen this type of lesion persisting from six to eight 
weeks after a bee sting. The reaction is due to a toxin. These lesions are like 
those of prurigo nodularis. 


Dr. H. J. Parkuurst: Might not this be a foreign body reaction due to the 
presence of stingers which have been broken off in the skin? 

Dr. L. W. SHAFFER: Clinically the case is prurigo nodularis, but I should 
advise that a nodule be excised and serial sections made in an effort to find a 
foreign body. 


ERYTHEMA NoposumM witH CervicaAL LYMPHADENITIS. Pre- 
sented by Dr. A. E. SCHILLER and Dr. W. G. SCHLEGELMILCH. 


Miss S. B., aged 22, employed in a bakery, had first noticed tender nodules on 
her legs six or seven weeks previous to presentation. There were about fifteen 
on the left leg and five on the right, and their color, red to violaceous, disappeared 
under pressure. The tonsils had been removed two years previously; naso- 
pharyngitis was present. Both anterior and posterior chains of cervical lymph 
nodes had been enlarged for about two years, more markedly at first. The marked 
enlargement of the lymph nodes was said to have diminished considerably during 
eight months of ultraviolet therapy. There was no history of tuberculosis in 
the family. 


A Case FoR DiaGnosis. Presented by Dr. R. C. JAMIESON. 


J. E. P., aged 30, a salesman, had first found three infiltrative nodules on the 


calf and outer surface of the right leg six months previous to presentation. 
The lesions were deep-seated, intracutaneous, tender, red areas, with no scaling 
or crusting. There had been no time for laboratory examinations. The patient 
was 20 pounds (9 Kg.) underweight. 


DISCUSSION ON CASES OF DR. A. E, SCHILLER AND DR. W. G. SCHLEGELMILCH 
AND DR. JAMIESON 


Dr. L. W. SHAFFER: Dr. Jamieson’s case was interesting. I thought of sarcoid, 
erythema induratum and morphea, but it apparently was not morphea. Since the 
patient is a man, the possibility of sarcoid should be entertained. 


Dr. Ketmm: The young lady presents a borderline type of case—erythema 
nodosum which may later prove to be erythema induratum and which, therefore, 
cannot be classified immediately. The man may have a case of erythema indu- 
ratum, but more probably it is a case of sarcoid. By this time, erythema induratum 
would have probably broken down. 


EpPiITHELIOMA OF Lip. Presented by Dr. C. W. BEHN. 


S. H., a man, aged 54, presented a medium coin-sized, indurated patch, cen- 
trally ulcerated, involving the right side of the lower lip and extending to the 
buccal mucosa. It was said to be of two and one-half years’ duration. No 
regional lymph node enlargement was palpable. Marked improvement had followed 
the administration of one hyperintensive dose of roentgen rays. 


DISCUSSION 

Dr. A. P. BrppLe: This case brings up the question regarding the treatment of 
epithelioma of the mucous surfaces. I have preferred surgical treatment. 

Dr. StEvENS: There are great differences in the technic used in these cases. 
If enough roentgen irradiation is given, the results are good; otherwise, poor. 
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I give a massive dose within a week's time and then continue to give it until the 
point of saturation, according to Pfahler’s method, with especial attention to 
the lymph nodes. I try to destroy the cancer cells during their period of mitosis 
by prolonging the roentgen ray effect. If surgical measures are used, much 
depends on the surgeon. 


BROMODERMA. Presented by Dr. Kero. 


M. K., a man, aged 44, stated that he had been in excellent health until the 
age of 40. At that time a “bump” had appeared on the left leg, shortly followed 
by two similar lesions on the legs: after these had persisted for two months, 
identical lesions had appeared on the trunk and extremities. This outbreak had 
subsided after four months, and three months later it was followed by a similar 
attack, of similar duration. Three months before the time of his presentation 
there had been a recurrence on the lower third of both legs, and four weeks 
later the process had become generalized. Many local and systemic remedies had 
been used. During the month before presentation, he had taken a “red medicine” 
which he believed contained bromides. Various examinations had revealed no 
tangible cause for the eruption. Burning and exudation had troubled him more 
than pruritus. When first examined, he had presented a generalized acutely 
inflammatory eruption of papules, nodules and plaques of various sizes and shapes, 
the latter occurring especially on the lower part of the legs. Each lesion had 
been covered with a heavy, brownish-yellow crust, those on the legs tending to 
be verrucous. All these crusts had since been removed by bathing. On close 
inspection, the surface of many of the lesions showed a cribriform appearance. 
covered with a seropurulent exudate. The lesions were relatively superficial, firm 
and tender on palpation. On the trunk and upper extremities, at the sites of the 
excoriations of recent protein tests, identical papular lesions were developing. 
Bromine was demonstrable in the urine. 


DISCUSSION 


Dr. H. J. PARKHURST: There is much seborrheic dermatitis on the scalp, and 
the original eruption may have been seborrheic. There is no pigmentation such as 
should be found in dermatitis herpetiformis of this duration. The present con- 
dition appears to be bromoderma. 

Dr. L. W. SHAFFER: Whatever it may have been, it now looks like bromo- 
derma. 

Dr. Kerm: I had also thought of granuloma fungoides. The present bromo- 
derma is unusually extensive and acutely inflammatory. 

Dr. R. A. WOLLENBERG: The case impressed me as one of nummular eczema 
rather than bromoderma. There was no suppuration. 

Dr. R. C. Jamieson: My first thought was of granuloma fungoides, but I 
believe that possibility may be excluded. There is said to be no pruritus. The 
eruption on the hands and arms seemed to be eczema. I have had a similar case in 
which a focal infection seemed to be the cause. However, we should accept Dr. 
Keim’s diagnosis temporarily. 

Dr. C. W. BEHN: The lesions were purulent and verrucous as in bromoderma, 
especially on the legs. 

Dr. VaLtape: The coloration suggested a phenolphthalein eruption. 


A Case For Dracnosis. Presented by Dr. R. A. WOLLENBERG. 


A man stated that he had first noticed an eruption in the axillae three weeks 
previously. Later discrete papules had appeared symmetrically on the legs, arms, 
hands and trunk; afterward there had been annular lesions. Over the posterior 
thighs and buttocks, especially the right buttock, erythema, edema and wheals 
had appeared, and there was a persistent edema of the ankles. The heart, lungs 
and urine seemed normal, and the blood pressure was 120 systolic and 80 diastolic. 
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DISCUSSION 


Dr. R. A. WOLLENBERG: This condition seemed to be extremely acute lichen 
planus with edema. 

Dr. GEORGE VAN RHEE: The condition looked to me like pityriasis rosea. 

Dr. C. W. Benn: It was a very unusual case. The lesions on the back 
pityriasis rosea, but there was no scaling elsewhere, and on the hands there was 
definite atrophic lichen planus. 

Dr. JAMES: The condition impressed me as pityriasis rosea undergoing 
involution. 

Dr. Kerm: At first, I considered the condition as pityriasis rosea, but I should 
have made a diagnosis of pityriasis lichenoides chronica because of the tenacious 
scale, especially if it had been present longer. 

Dr. H. J. Parkuurst: The flat, angular, fading violaceous papules, on the 
wrist flexures and the annular lesions with atrophy on the trunk, impressed me 
as lesions of lichen planus. The nature of the gluteal erythema is not now apparent. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILOLOGY 


Regular Monthly Meeting, January, 1930 


Joun FRANK FRASER, M.D., Chairman 


Max ScuHEER, M.D., Secretary 


Presented by Dr. R. H. Rutison. 


F. T., a woman, aged 26, single, born in the United States, had had the con- 
dition for five vears. The family history was irrelevant. At the age of 16 she 
had had tuberculous adenitis. 

Five years before presentation the patient first noticed scaly and crusted lesions 
on the scalp and right cheek which soon spread to other areas of the face. The 
lesions were slowly progressive. Alopecia developed in the lesion on the scalp. 
Scarring and atrophy were present on the malar eminence. Erythema and scaling 
were present in the ears. There was marked crusting in the nose. The lips showed 
areas of scaling and atrophy and there was an ulcerated area on the hard palate. 

One diseased tooth had been removed and a tonsillectomy had been performed. 
The patient had received eighty doses of gold and sodium thiosulphate without 
improvement. 

At the time of admission to the Cornell Clinic, the patient weighed 110 pounds 
(49.9 Kg.). Physical examination was negative except for a slight apical dulness 
with bronchovesicular breathing on both sides of the chest and slight spinal curva- 
ture. An examination of the nose and throat showed no lesions other than those 
mentioned. The blood count was normal. Roentgenograms of the chest, abdomen 
and long bones were negative except for the discovery of calcified lymph glands 
in the mesentery. 

An intradermal test with avian tuberculin gave a 4 plus positive reaction. 
Urinary sediment did not show the tubercle bacillus. Sediment from a catheterized 
specimen had been used for animal inoculation. Scrapings from the nose did not 
show any tubercle bacilli. A biopsy specimen from the scalp showed a granulo- 
matous condition. The von Pirquet test showed: bovine, plus-minus ; human, 1 plus. 

Insufficient time made more complete laboratory reports impossible. Because 
of the marked specificity of the avian tuberculin skin test, it was thought that the 
patient might be suffering from a skin lesion due to the avian tubercle bacillus. 
Sections of the cervical gland showed tuberculosis, and tubercle bacilli were found 


Lupus EryTHEMATOSUS (AVIAN?). 
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in these sections. Animals and chickens inoculated with an emulsion of this gland 
showed no symptoms at that time. 


DISCUSSION 


Dr. HERMAN SHARLIT: I saw this patient a month ago. Since then there has 
been distinct improvement. The lesion on the nose is much paler and the ulcer on 
the palate much shallower. I understood that Dr. Rulison has been treating this 
patient with a tuberculin made from the avian strain of tubercle bacilli. I should 
strongly advise his persisting in this form of treatment. A successful issue from 
this type of therapy would bring to the fore a consideration of the etiologic rela- 
tionship of this type of tuberculous infection to lupus erythematosus. 


Dr. R. H. Rutison: The case is possibly presented prematurely. It may be a 
year or more before we can identify the organism. The growth of this germ in 
animals is extremely slow. The patient has a rather interesting history. Ten years 
ago she had some enlargement of the right cervical glands and the condition was 
diagnosed as tuberculous adenitis. She was given roentgen treatment and the 
glands subsided. Seven years ago she decided to reduce, so starved herself and 
took off 20 pounds (9 Kg.). She felt wretched as a result. About a year later 
she developed these lesions, which are probably lupus erythematosus. She did 
nothing about the condition until about two years ago when she went to a clinic 
where a diagnosis of lupus erythematosus was made. 

She was seen at Cornell about the middle of November, and because she had 
ulcerations on the hard palate, as occurred in the case of avian tuberculosis reported 
by Lipschutz in 1914, we thought that it would be worth while to do an avian 
tuberculin intradermal test. Using avian tuberculin, we were surprised to get a 
4 plus positive reaction. Since that time the patient has been under treatment 
with avian tuberculin with some improvement. 

She is presented not as having a case of avian tuberculosis but as having a 
possible one. The possibility is rather good because the avian tuberculin test is 
highly specific. Something like 200 cases of pulmonary tuberculosis were negative 
to avian tuberculin, and Lowenstein tested seventy cases of various forms of tuber- 
culosis of the skin with avian tuberculin without getting a positive reaction. 


Nevus VascuLaris. Presented by Dr. O. L. Levin. 


H. L., a man, aged 27, an elevator operator, had a dark red, port-wine mark, 
which occupied nearly all of the left side of the face and nose. An area, the size 
of a nickel, had been treated with radium and the resulting scar was more puckered 
than the other areas which had been treated by electrodesiccation. Another area, 
the size of a nickel, on the upper lip had been treated by means of the ultraviolet 
rays from a Kromayer lamp applied with pressure. The resulting pallor was 
not as complete as in the areas treated with electrodesiccation. It was smoother, 
however, than the area that had been treated with radium. Eighty per cent of the 
remainder of the nevus had been treated by means of electrodesiccation. Sub- 
sequent to this the parts of the lesion treated had become crusted, and within three 
weeks these crusts had fallen off to leave smooth, whitish, flat scars. The result 
was most encouraging, and this treatment was recommended for the various 
superficial types of vascular nevus. 


DISCUSSION 


Dr. Louts Tutipan: I do not think that this method of treatment is anything 
unusual. The principle involved is the same as has been used at all times. It is 
the same as when one applies the Kromayer lamp, a caustic, radium, endothermy 
or anything that will produce an erythema or, in fact, a superficial burn, and then 
is followed by crusting and superficial scarring. 

Dr. HERMAN GOODMAN: About five years ago I treated an Italian woman with 
the monoterminal high frequency current for a nevus vascularis. She developed a 
keloid on the area treated despite our efforts to prevent it by irradiation of the 
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area subsequently with both the roentgen ray and radium. I have hesitated since 
that one experience to repeat the work. 

Dr. O. L. Levin: I would call attention to the excellent cosmetic results 
obtained by means of electrodesiccation in this case. 

Dr. A. B. CANNON: I recently removed a very extensive nevus flammeus from 
the side of the face, chin and lip with electrodesiccation with a splendid cosmetic 
result. I have treated several other patients with this method, the first in 1923. I 
have not used any unusual precautions in these cases, except that I have been careful 
not to desiccate too deeply. I think that the method gives by far the quickest 
removal and often splendid cosmetic results. 


— Presented by Dr. O. L. 


LEVIN. 


The patient was presented at the November meeting of the section with the 
diagnosis of granuloma fungoides. He was again presented because of an unusual 
phenomenon, i. e., the absence of sweating. 

The blood chemistry, urine and blood count were normal. The Wassermann 
reaction was negative. The blood pressure was 100 systolic and 86 diastolic. 

He had received roentgen therapy for his skin condition, % of a filtered skin 
unit having been administered over each area of the body. The tumors and 
erythroderma had cleared almost completely, but had recurred. The ulcers did 
not heal. The last roentgen exposure had been given in September, 1929. 

The subsequent history showed that on November 2, an attempt had been made 
to induce sweating by means of heat without results. On November 9, pilocarpine 
and heat were used together without results. On Nov. 16, 1929, Jan. 3, and 
Jan. 5, 1930, more attempts to induce perspiration failed. The perspiration had 
been normal prior to the onset of the eruption. 


DISCUSSION 


Dr. ADOLPH ROSTENBERG: I have treated about three patients with excessive 
hypersweating with the filtered and unfiltered roentgen ray and could not stop the 
sweating. 

Dr. R. H. Rutison: I recall the case of a patient of Dr. Highman whom we 
treated several years ago, that of a girl who had hyperhidrosis of the hands. We 
gave her roentgen treatment but it had no effect on the hyperhidrosis. There 
was also another patient with hyperhidrosis who received a tremendous amount 
of roentgen therapy without improvement. 

Dr. W. J. HicuMaAN: I should like to ask Dr. Levin if the patient is developing 
atrophy of the sweat glands. Are we to conclude that mycosis fungoides affects 
the sweat glands? 

Dr. O. L. Levin: We have been sweating several of our patients during the 
last few months, and this is the only one who showed absolutely no sweating after 
exposure to cabinet baths, autocondensation or diathermy. 

Three days before presentation this patient’s temperature at 3 p. m. was 98.3 F. 
by mouth and 98.6 F. by rectum. At 3.13 p. m. there was no change. The first 
experiment was with diathermy, and the temperature was taken at 3.19 p. m. and 
at intervals up to 4.04 p. m. and remained unaffected. The blood pressure showed 
no change. The pulse was slightly increased, but the respiration was not affected. 
Autocondensation yielded a similar result. The patient was put in a hot air cabinet 
and his temperature went up to 102.4 F. The respirations increased to 40 and 
the pulse rate went to 142. There was absolutely no sweating in the hot air 
cabinet at a temperature of 220 F. It was forty-five minutes before the patient's 
temperature returned to normal. After taking the patient out of the hot air cabinet 
the blood pressure dropped. Biopsy of the patient’s skin when he first came into 
the hospital showed sweat glands. A recent biopsy was taken and carefully studied 
and as yet it is impossible to identify any sweat glands. 
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Dr. A. B. CANNON: I believe that the absence of sweating in this patient can be 
explained by the atrophy of the skin from the roentgen therapy. I have two 
patients with mycosis fungoides whom I have treated successfully with the 
roentgen ray, and their chief complaint, and only discomfort, is lack of sweating, 
a condition that I have ascribed to the roentgen therapy. 

Dr. O. L. Levin: I think that the absence of sweat was caused by the action of 
the roentgen rays on the skin and was not the result of the granuloma fungoides. 


VitIL1ico IMPROVED witH HELIOTHERAPY. Presented by Dr. P. E. BeEcuert. 


S. R., a woman, aged 22, had had the skin condition for seven years. When 
first seen at the clinic in the early spring of 1929, the trunk was covered with 
large areas of typical vitiligo. The patient was told that little if any hope of 
relief could be held out to her. She did not return until the day of presentation, 
when to the presenter’s great astonishment many of the old depigmented areas 
on the back were almost entirely covered with pigment, which was true of prac- 
tically the entire: back. The improvement was quite remarkable. During the 
summer, on her own initiative she had exposed the back to the rays of the sun 
from one-half to one hour twice a week, for a little more than a month. The 
untreated areas had remained exactly the same. The new pigment had not faded 
since the solar exposures four months previously. 


DISCUSSION 


Dr. FRED Wise: Has any one had good results in vitiligo with treatment with 
essential oils followed by the application of the ultraviolet rays or sunlight? 

Dr. W. J. HicGHMAN: I suppose that we have to take Dr. Bechet’s word that 
the patient is better. I recall a patient with a similar clinical picture. I gave her 
some form of suprarenal gland extract, and where there was depigmentation used 
the ultraviolet lamp; in two or three spots on her face the pigment returned, I 
think that every now and then a case is encountered in which good results are 
produced in this manner. I am somewhat skeptical as to the real significance ot 
any experience such as Dr. Bechet'’s. 

Dr. Louts CuarcGin: I do not think that much is to be expected in the treat- 
ment for vitiligo by artificial sunlight. A report appeared some years ago in which 
a number of cases of vitiligo were exposed to artificial sunlight and all proved 
negative. It was shown, moreover, that theoretically no improvement was to be 
expected since the affected skin gave a negative dopa reaction, and it was assumed 
that in view of this the cells had lost the ability to produce pigment. 

Dr. HERMAN GOODMAN: In my experience, exposure to ultraviolet light of 
erythema-producing qualities has always resulted in making the vitiligo seem more 
pronounced because the surrounding normal skin became pigmented and the depig- 
mented areas of vitiligo remained white. Off hand, I can see no reason for the 
increased sensitivity of the skin to erythema-producing and pigment-marshaling 
ultraviolet rays because the skin surface has been painted with any substance. My 
experiments with eosin and other dyes recommended have always been without 
result. 

Dr. E. W. ApramowiTz: I have not had any experience with the use of oil of 
bergamot and natural or artificial sunlight in vitiligo. I understand that recent 
reports in the literature are not very encouraging. Recently I saw a patient at 
our clinic who received a gold compound and sodium thiosulphate with marked 
improvement of the depigmented patches. I have seen a few cases that seemed to 
improve with the administration of calcium chloride, and I have also seen cases 
that improved spontaneously. Most of the time these patients do not improve 
at all. It is difficult to draw any definite conclusions as to therapy for this 
dermatosis. 

Dr. FreEp Wise: As a supplement to the previous discussion and as to what 
Dr. Goodman said, I wish to report that two months ago I treated a patient 
with a patch of vitiligo 4 or 5 inches in diameter, situated on the back over the 
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right shoulder blade. The treatment consisted of the application of a 10 per cent 
oil of bergamot in alcohol, painted on the area of depigmented skin and imme- 
diately afterward exposed to an erythema dose of ultraviolet rays. The patient 
was cured after four such treatments were given. 

Dr. P. E. Becuet: I believe so little in the value of the ultraviolet rays in 
vitiligo that I told this woman that nothing could be done for her. She disappeared 
from observation and returned to the clinic only today. She gives a clear history 
during August of having exposed her back to strong sunlight, at least eight or 
ten times, for from one-half to one hour. She shows a large amount of pigmenta- 
tion in the depigmented areas that were exposed to the sun. On the hip, where 
the sun did not reach, they remained perfectly white; so to my intense surprise 
I can vouch for the marked improvement of the depigmented areas. She has had 
no exposure to the sun for four months, and the pigment is just as evident as 
it was at the end of the summer. , 


TERTIARY SYPHILIS? Presented by Dr. E. W. ABRAMOowITz. 


M. H., a man, aged 64, born in Bohemia, first called at the Post-Graduate 
Clinic on Nov. 18, 1929. He presented a sharply defined, carbuncular lesion, the 
size of a walnut, on the right sternoclavicular region, which exuded a greenish 
discharge. The tissues beneath were indurated and swollen. The patient said 
that the lesion had been present for ten weeks, and there was a history of chancre 
twenty-five years previously. 

The Wassermann and Kahn tests gave negative results November 19 and 
December 3. Roentgen examination of the thorax showed vascular and connective 
tissue changes of advancing years. There was no evidence of infiltration of the 
parenchyma of the lung. 

Since November 18, the patient had had five injections of bichloride of mercury, 
three of neoarsphenamine and one of bismuth, with no improvement in the lesion; 
in fact, it was somewhat larger after treatment had been given. 


DISCUSSION 


Dr. FreEp Wise: I agree with the diagnosis as presented. I understand that 
the patient does not respond to ordinary antisyphilitic treatment, and if this is true, 
I suggest that he be given large doses of potassium iodide. 

Dr. MAx SCHEER: I think that the only thing in favor of a diagnosis of syphilis 
in this case is the short duration, five or six weeks, and the location. Every 
other point is against it, i. e., the negative Wassermann reaction, the negative 
therapeutic test and most of all the clinical appearance of the lesion. It is not 
the broken down lesion with the usual deep ulceration of gumma. It is raised 
considerably above the skin level. It has a border almost typical of epithelioma, 
and I think that it is a case of prickle cell epithelioma. 

Dr. M. B. PaARouNAGIAN: Of course, the location is quite typical for gumma, 
but, in view of the fact that the patient has received three injections of neoarsphen- 
amine and other treatment without showing much improvement, I am inclined to 
think that possibly malignancy has taken place. 

Dr. IsADORE RosEN: The clinical appearance of the lesion has been materially 
altered on account of the specific therapy which the patient has received. Before 
treatment was instituted the ulceration was much deeper and cleancut and resembled 
a gumma. 

Dr. SicmuND Po.LtitzErR: On the one hand, this patient has a negative 
Wassermann reaction and a negative Kahn test. These negative reactions are 
entitled to some consideration. On the other hand, the lesion does not look like 
a gumma. It has not the broken down necrotic floor of a syphilitic lesion. I 
would like to suggest that when a biopsy is made, we may find that the condition 
is a malignant growth. 
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Dr. A. B. CANNON: My reasons for agreeing with the diagnosis of gumma 
were because of the location, the short duration and an extensive involvement of the 
subcutaneous parts surrounding the ulceration and the necrotic condition of the 
ulcer at its lower margin, with an apparent disease of the sternoclavicular articula- 
tion. While it is unusual to see an exuberant granulation such as this lesion shows 
over its upper part, I think that it can be explained by a syphilitic infection plus 
the small amount of treatment. 


A Case For DraGnosis (Lupus ERYTHEMATOSUS?). Presented by Dr. P. E. 
BECHET. 


E. G., a woman, said that an eruption had begun on the left side of her fore- 
head ten years previously. Following an unknown amount of radiotherapy she 
had developed a severe radiodermatitis which even at the time of presentation 
was undergoing some ulceration. After beginning on her forehead, the original 
eruption had soon spread to the face and neck. 

On inspection, there were sharply defined, bright red, irregularly outlined 
patches on the face, ears, neck, forearms and hands. There seemed to be no 
appreciable scaling, but telangiectasia could be noted all through the patches. 
One of the patches on the neck was almost a strawberry red, and was quite thickly 
infiltrated. There had been little if any change during four years. There were 
no subjective symptoms. Clinically, the eruption suggested a congested seborrheic 
dermatitis, yet there was little if any scaling, either on the scalp or on the eruption 
on the face. Sections showed a necrotic epidermis with a thin nonparakeratotic 
scale. There was marked edema of the upper corium with considerable basophilic 
degeneration. The blood vessels were dilated and were not surrounded by inflam- 
matory exudate. The upper corium was spongy. Pigment, atrophy and a cellular 
infiltration about the blood vessels were absent. The blood count was normal. 


DISCUSSION 


Dr. IsAapORE RosEN: The patient is suffering from two conditions : scleroderma 
and seborrheic dermatitis. The lesion on the extensor surface of the forearm and 
hand is primarily scleroderma. There is a certain amount of secondary radio- 
dermatitis. If the entire condition were due to irradiation there would not be 
such an abundance of hair in the involved area. The patient also has a similar 
involvement of the forehead. The lesion on the face is seborrheic dermatitis. 


Dr. O. L. Levin: I suggest a diagnosis of lupus erythematosus. This patient, 
besides showing lesions on the face, shows very fine telangiectasia on both palms 
which suggests to me lupus erythematosus of a very superficial type. The face 
showed superficial lesions with redness, scaling and telangiectasia. There was 
some atrophy on the face and neck. All these suggest the diagnosis of lupus 
erythematosus. The lesion on the forearm was that of radiodermatitis. 

Dr. A. B. CANNON: I agree with Dr. Rosen that this is a case of scleroderma. 
I think that the hard, shiny and brownish appearance of the skin over the outer 
surface of the forearms is characteristic of scleroderma, as are the large, white, 
shiny, atrophy areas behind the ears and on the back of the neck. Furthermore, 
the patient says that the roentgen therapy was applied only to the small area 
on the back of the wrist. In this case the lesions are very similar to those of 
the woman with scleroderma who I presented before the section at the November, 
1929, meeting. 

Dr. P. E. Becuner: I do not believe that the eruption on the forearm has any- 
thing to do with the lesions on the face. The eruption began on the forearm ten 
years ago. An indeterminate quantity of roentgen rays was given, which resulted in 
atrophic scarring, telangiectasia and ulceration. Primarily, it might possibly be 
a scleroderma, as suggested, but the face presents an entirely different picture. 
Circumscribed, bright red, sharply outlined patches cover most of the front of 
the face. There is no scaling or atrophy. The peculiar feature is the capillary 
dilatation. The telangiectasia throws doubt on the dignosis of early lupus erythe- 
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matosus. In spit of these facts, however, I am inclined to this diagnosis. Hair 
is present on the forearm only in isolated patches. The hard, cicatricial, white, 
atrophic areas with telangiectasia and ulceration are pathognomonic of a severe 
radiodermatitis, and there is no hair in these areas. 


A Case FoR DIAGNOSIS (MALINGERING?). Presented by Dr.-H. J. ScHwWARTz. 


L. W., a woman, aged 27, married, from the Cornell Clinic, was presented 
at the Atlantic Dermatological Conference in December, 1929. 


DISCUSSION 


Dr. E. W. Apramowitz: I should like to ask Dr. Schwartz whether an 
examination was made of the stools for ameba to exclude amebic ulceration. 

Dr. H. J. Schwartz: The patient has been questioned repeatedly as to the 
ingestion of drugs, but she absolutely denies having taken any. No examination 
has been made for any organisms in the stools. We have repeatedly asked her to 
go to the hospital and she has refused to do so. We wish to get her there with the 
idea of giving her some intravenous injections of sodium chloride. This case was 
also presented at the December meeting of the Atlantic Dermatological Conference, 
and the majority of the members favored the diagnosis of dermatitis artefacta. 
I am inclined to agree with this diagnosis. 

Dr. Lovuts CHARGIN: In spite of the negative neurologic observations, I 
favor the diagnosis of dermatitis factitia. I do not think that we are dealing either 
with a bromide or an iodide eruption, which is so often follicular and pustular. 
This case bears no resemblance to this type of drug eruption. 

Dr. J. F. Fraser: I agree with the views of Dr. Chargin. 

Dr. Davin BLoom: The lesions look like artefacts. The only thing that will 
help us to decide on the diagnosis will be close observation of the patient in the 
hospital. 

Dr. O. L. Levin: The lesion on the leg is the one that interests me. I was led 
to believe that she is familiar with various drugs, and she says that she has 
taken arsenic and iodides. She took the contents of a bottle of potassium iodide 
one year ago, and it is possible that she may still be taking iodides. The lesion 
suggests the appearance of an iodide eruption. 

Dr. SIGMUND POLLITZER: Clinically, the condition suggests a case of bromo- 
derma, but Dr. Schwartz is confident that he has ruled that out. 

Dr. J. F. Fraser: There is no histologic evidence of tuberculosis. Besides, 
tuberculosis lesions do not heal as rapidity as these do. 


LicHEN PLANUS SPINULOSUS AND SypuHitis. Presented by Dr. J. J. Ever. 


L. B., a woman, aged 45, married, came to the clinic of the New York Post- 
Graduate Hospital on June 3, 1929, at which time she presented thin, well defined, 
bluish-red, papular lesions typical of lichen planus scattered over the trunk and 
extremities. The lesions on the inner aspects of the thighs were larger and crusted. 
There were some whitish, slightly raised lesions, the size of a pinhead, on the 
buccal mucosa. The Wassermann reaction was 4 plus. A diagnosis of lichen 
planus in a syphilitic patient was made. 

The urine showed a heavy trace of albumin and occasional white blood cells. 
The patient received eight weekly treatments of 14 units of filtered roentgen ray 
with no improvement. She received three treatments with ultraviolet light and 
the condition became worse. From October 7 to December 23, the patient received 
a course of bismuth intramuscularly followed by improvement. At the time of 
presentation, the patient showed grouped follicular lesions, the size of a pinhead, 
with spiny tops, arranged in plaques, the size of hen’s eggs, in the cubital fossae, 
on the thighs and in the umbilical region. There were lichen planus lesions on the 
right elbow. 
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MANHATTAN DERMATOLOGICAL SOCIETY 
M. B. Parounacian, M.D., Secretary 


January, 1930 


Davip L. SAaTENsTEIN, M.D., Chairman 


Presented by Dr. B. F. Ocus. 


A. J., a woman, aged 22, had had a dermatitis involving almost the entire 
body for eight years. The disease had started with inflammation of the eyelids 
and had quickly spread to the scalp, where there was marked desquamation. 
Later, lesions developed in the axillae and pubic region. 

There were remissions and exacerbations, and finally the eruptions became 
generalized and exudative. The patient had been hospitalized several times and 
had received roentgen-ray treatment, wet dressings, lotions, salves, etc. When she 
was presented, her hair was matted, and there was an unusually abundant serous 
discharge. The chest and arms were an angry red, and from the surfaces exuded 
a foul smelling discharge. Therapeutic suggestions were asked. 


INFeEcTIOUS EczEMATOID DERMATITIS. 


DISCUSSION 


Dr. G. M. MacKee: I think it is infectious eczematoid dermatitis. What the 
original type of eczema was I do not know. It may have been seborrheic dermatitis 
or possibly dermatomycosis, or it may have been caused by a discharge from an 
initial conjunctivitis. 

Therapeutically, I think it now calls for wet dressings, such as diluted Burrows’ 
solution, or a dressing with oil, such as carron oil, with absolute rest, until the 
inflammatory exudative stage is past, after which soothing pastes and ointments 
may be used and later, stimulating topical applications, according to indications. 
Ultimately, it will be necessary to attack the original foci of seborrheic dermatitis 
with remedies that should not be used now. 

There may be in cases like this faults in the patient’s general economy, which 
lower the resistance and make the patient more susceptible to generalization of 
the dermatitis. I think the patient should be studied from a general medical stand- 
point and anything abnormal! corrected, if possible. If the results of general 
examination are negative, I would advise empirically rest, colonic irrigations, light 
diet, etc., to force the general elimination. Constant attention to details is essential. 

Dr. L. B. Mount: I agree with Dr. MacKee. 

Dr. P. E. Becuet: I think a full discussion of the therapeutics in this case is 
of great importance. We see these patients frequently, and they are extremely 
resistant to treatment. I get at least four or five a year, and they always prove 
a “béte noir” therapeutically. There is no doubt of an extreme susceptibility on 
the part of the patient, and an important factor in the treatment would be to 
raise this weakened resistance as much as possible, and this is most difficult. At 
first I thought I had some success with-autogenous vaccines, but later trials did 
not confirm this. I think that a foreign protein, sufficiently strong to cause a 
sharp reaction, even one of a febrile character, would prove of great value. Locally, 
mild soothing applications are infinitely better than strong ones; one should treat 
the patient with the dermatitis in mind rather than the seborrhea. 

Dr. J. F. Fraser: Have any of the members found roentgen ray therapy 
beneficial in these cases? 

Dr. A. J. Gi-mour: I would try an ointment composed of zinc sterate 6 per 
cent and 3 per cent ammoniated mercury in a cold cream base, but I think what the 
patient needs most is to be sent to the country to build up her general health. 

Dr. M. B. ParounaGian: I think Dr. MackKee’s diagnosis and suggestions are 
good. Wet applications are good if the patient is capable of carrying out the 
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treatment, but when that cannot be done, I think probably Lassar’s paste would 
act well in the moist areas. 

Dr. Lupwic WeEtss: Besides being given mild external treatment, this patient 
should be studied from an internal medical standpoint. Quantitative and qualitative 
examinations of the urine and blood should be made; the basal metabolism should 
be taken, especially the cholesterol content of the skin and blood being noted, etc. 
With these tests made, we will get farther than with external applications only. 
She has also blepharitis and complains of always being cold. She should be given 
cod liver oil for six months. Mild doses of thyroid gland extract should be 
administered, with iron, in pill or capsule. 

Dr. G. M. MacKee: The roentgen rays are of the utmost value in a case like 
this. Sometimes it is the only method of obtaining relief. Often eruptions will 
yield to three or four fractional treatments; if not, the treatment should be dis- 
continued. In any event,’ one should not depend solely on such treatment. 

Dr. B. F. Ocus: As regards the diagnosis, it was originally that of seborrhea 
made eight years ago. The patient had treatment as suggested by Dr. MacKee, 
with no improvement. She underwent roentgen ray treatment, with no result. The 
only measure that seems to give relief is the application of very mild white 
precipitate ointment. 


CONGENITAL DEFORMITY OF FINGERS AND NAILS. Presented by Dr. Lupwic 
OULMANN. 


A boy, aged 7, entered the clinic on January 13 with a prurigo mitis on the 
extensor sides of both arms and on the forehead. The reason he was presented 
was that he showed at the time, on the right hand, webbed third and fourth fingers. 
The fifth finger was entirely missing. The tips of the third and fourth fingers 
were united by a broad nail. He had only four toes on the left foot. No one 
in the family, neither the parents, the grandparents, nor the four brothers and 
sisters, showed any similar abnormality. 

The roentgen ray picture showed the fingers corresponding to the middle and 
ring finger on the right hand to be webbed and the terminal phalanges joined 
together by bony union. The third metacarpal was much more slender than the 
third, which was normal, in the left hand. The bones of the middle hand were 
delayed in development. There was no fifth metatarsal in the left foot. The third 
metatarsal was as large as the second. The fourth metatarsal was thicker than 
either the second or the third and almost as long. The phalanges of the fourth 
toe were large and broader than those of the second and third toes. 


ADENOMA SEBACEUM. Presented by Dr. P. E. BECHET. 


M. M., a woman aged 33, stated that nodule-like lesions appeared on her face 
when she was 8 years old, and, as the years passed on, they became more and 
more numerous. On inspection, innumerable pinhead to lentil sized papules and 
nodules were observed scattered over the entire face, but much more numerously 
about the nose, where on the nasolabial folds they were confluent, raised and 
almost warty. There were many red, vascularized nodules; others were yellow 
to brown. The lesions were so numerous that the patient was disfigured, yet no 
attempt had ever been made by her to get rid of them. On the neck were small, 
brownish, digitate, pedunculated fibromas, and on the trunk pigmented areas and 
a few warty lesions, strongly suggesting an associated von Recklinghausen’s 
disease. The mentality was normal. 


DISCUSSION 
Dr. IsApDORE ROosEN: It is unusual to see this disease so extensive. The 
associated papillomatous tumors may have some connection with the underlying 
cause. 
Dr. Frep Wise: The combination of adenoma sebaceum with von Reckling- 
hausen’s disease has been reported on several occasions. 
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Dr. L. B. Mount: The patient also showed some longitudinal furrowing of 
the nails, probably congenital. 

Dr. G. M. MacKee: The interesting feature to me is the ease with which the 
diagnosis can be made from the eruption in its entirety, yet how difficult it would 
be to make the diagnosis on the basis of the unusual lesions, of which there are 
many in this case. Some of the papules looked exactly like benign cystic 
epithelioma. The group of large soft lesions in the nasolabial fold would be 
exceedingly difficult to diagnose. It is always interesting in even common 
dermatoses to select some aberrant lesions and to wonder what the diagnosis 
would be if the patient did not present, also, typical lesions of the particular disease. 

Dr. Lupwic OuLMANN: I regard the lesions of the nasal folds as fibromas, 
like those on the neck, the upper shoulder region and the axillae besides the 
adenoma sebaceum of the face. 

Dr. J. J. Etter: I agree with the diagnosis of adenoma sebaceum. I think we 
lay too much stress on the mental disturbance in combination with some of these 
ectodermal defects. As a matter of fact, it is unusual to see the combination. 


Dr. P. E. Becner: I agree with Dr. Eller’s opinion in reference to the 
mentality of these patients. The majority of the patients whom I have observed 
are mentally absolutely normal. Dr. MacKee’s concept is correct. The fact that 
all of the lesions on the face are not typical is due to their long duration, twenty- 
five years. The pedunculated, digitate lesions on the neck are entirely different, 
having nothing in common with the adenoma sebaceum. The patient also has some 
pigmented areas on the back, and a few warty lesions. In my opinion, she also 
has von Recklinghausen’s disease. 


A Case For DraGnosis (COLLOID DEGENERATION?). Presented by Dr. P. E. 
BECHET. 


F. Z., a boy aged 11 years, had had an eruption on his face since the age 
of 6 months. It had steadily progressed as he grew older. On inspection, there 
were innumerable irregularly rounded, flat to elevated, yellowish to white, glistening 
lesions of various sizes. Some of the lesions were depressed, and there were 
innumerable atrophic, pitlike depressions, but no marked scarring. The lesions were 
mostly confined to the face, but there were some on the shoulders and hands. 
The boy was undersized and ill-nourished. He had had aphonia for many years. 

The Wassermann reaction was repeatedly negative. The blood count was 
normal. 

Physical examination showed generalized adenopathy, worse in the cervical 
region. The lungs were normal. Roentgenograms of the chest were negative. 
Examination of the throat revealed cryptic and diseased tonsils. The larynx was 
reddened and covered with small nodules in the preepiglottic region. Microscopic 
examination of an excised lymph node showed extensive growth of dense fibrous 
tissue, with scattered groups of lymphoid cells. Microscopic examination of 
sections of skin showed an apparently normal epidermis. In the middle of the 
cutis there was a large cyst filled with sebaceous material. A slight inflammatory 
reaction was present between the hair follicles, and a moderate amount of edema 
in one third of the corium. Microscopic examination of a nodule on the tonsil 
showed a pale-staining homogeneous area with no nuclei, suggesting in some ways 
cartilage, without its staining reaction. 


DISCUSSION 
Dr. WALLHAUSER: I suggest the diagnosis of colloid degeneration of the 
skin, on account of the presence of the peculiar light-colored, glistening, translucent 
papules, some of which showed depressed centers. 
Dr. J. J. ELtvter: It is interesting that the mother had one stillbirth, that of a 
seven months’ child. Whether the child has congenital syphilis or not I do not 
know, but in spite of the three negative Wassermann reactions, I suspect it. 
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Dr. A. J. Gitmour: In the family history, the mother is said to have had a girl 
who died at 8 years of age, who, at 6 years of age, had lesions on the leg, similar 
to the lesions that this child presents. 

Dr. G. M. MacKee: This little fellow is physically defective, and I understand 
he comes from a family in which there are other examples of cutaneous congenital 
defects. Very likely we are dealing here with a case of unusual ectodermal defect. 
Colloid degeneration may be shown here histologically; if so, the diagnosis will 
be colloid degeneration (not, however, colloid milium), but even the colloid degen- 
eration might be secondary to an ectodermal defect. The appearance of the face 
from a distance suggests folliculitis ulerythematosa reticulata, but, on close inspec- 
tion, most of the cardinal features of that disease are wanting. The histologic 
description, as read by the presenter, does not shed much light on the diagnosis. 
I think the slide should be gone over by a dermatologist who is also a pathologist. 

Regarding syphilis, I do not think the manifestations are clear enough to enable 
us to call the patient congenitally syphilitic. I do not want to call him this because 
of the exhibited developmental defects, i. e., the uneven hair line, the linear scars 
on the skin, the tubercles of Carabelli, etc., all of which may be due to congenital 
defects caused by conditions other than syphilis, unless, as has been said, most 
of our defects are caused by syphilis in our ancestors, which is probably not true. 


Dr. P. E. Becner: Dr. Wallhauser and Dr. MacKee have presented my views 
on the subject. I do not consider this boy hereditarily syphilitic. I do not regard 
the tubercles of Carabelli as pathognomonic of syphilis, as they have been found 
too frequently in nonsyphilitic persons. I do not remember whether a Wasser- 
mann test of the mother was made, but the boy has frequently shown negative 
reactions. 

Dr. Lupwic OuLMANN: I would not make a diagnosis without having seen the 
slides. I do not accept the diagnosis. The lesions of the mouth down to the larynx 
seem to be the same as those in the skin and, together with the lymphadenitis, 
tend toward an infectious process. . 


Presented by Dr. G. C. ANDREws. 


A girl, aged 14, had had a good growth of hair in early infancy. When she 
was presented, there was a diffuse sparsity of hair, and the individual hairs 
were short and loose, being easily pulled out. When examined microscopically, 
they showed the typical regular constrictions and spindle-shaped swellings. There 
was pronounced keratosis pilaris of the parietal regions, nape of the neck, mons 
veneris and thighs. 


MONILETHRIX. 


MACULAR SyPHILID (RECURRENT). Presented by Dr. M. B. PAROUNAGIAN. 


R. W., a man, aged 31, was admitted to the Bellevue Hospital clinic on 
Jan. 8, 1929, showing a frenal chancre, roseola and four plus Wassermann reac- 
tion. He had received two courses of neoarsphenamine and salicylate of mercury, 
consisting of eight and fifteen injections, respectively. His last treatment was 
on Sept. 24, 1929. 

He returned to the clinic, Jan. 2, 1930, for a Wassermann test, which was 
again four plus, and he also presented a new eruption which was macular with 
annular configuration. The eruption was of four weeks’ duration. 


DISCUSSION 


Dr. IsADORE RoOsEN: I agree with the diagnosis of a recurrent maculopapular 
syphilid. We frequently see patients who have not had sufficient treatment early 
in the infection with this type of recurring rash, sometimes as late as two or 
more years after the initial eruption. 


Lupus PerRNio. Presented by Dr. P. E. Becuer. 


B. F., a man aged 45, had had red patches on the helix and antihelix of both 
ears for five years. In these patches were a few nodules with necrotic centers, 
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and some varioliform scarring. These patches occurred in winter, but not neces- 
sarily in very cold weather. For several months previous to presentation, the 
patient had noticed red patches on the backs of the fingers and hands without 
ulceration. 


DISCUSSION 


Dr. Frep Wise: An eruption of this type is usually designated as pernio 
instead of lupus pernio. The latter condition manifests itself as a granuloma, and 
when it occurs on the face, the clinical appearance is often similar to that of 
leukemia. 

Dr. G. M. MacKee: The best that I can do is to make a fairly noncommittal 
diagnosis of pernio. I cannot differentiate between frost-bite pernio and lupus 
pernio in this case. 

Dr. P. E. Becuetr: This type of case was common some years ago. They are 
all true to type. They occur in winter but not necessarily in very cold weather. 
They are characterized by purplish, violaceous red patches on the helix and antihelix 
of both ears, with here and there a nodule with a necrotic center, and occasional 
varioliform scars from healed lesions. The lesions of the ears are occasionally 
associated with pernio-like lesions on the hands, indistinguishable from either 
erythema multiforme or disseminate lupus erythematosus. I believe that the lesions 
of the ears and hands have the same etiologic factor, and belong to the tuberculid 
group and are not simple frost-bite. 


PAPULONECROTIC TUBERCULID AND LICHEN PLANUs. Presented by Dr. M. B. 


PAROUNAGIAN. 


J. B., aged 37, previously presented before the society in 1928, with papulo- 
necrotic tuberculid, was again presented for the new condition on the lower 
extremities. This was of four months’ duration, and had been given the diagnosis 
of lichen planus. . 

The eruption was extensive and consisted of pruritic, bright red, flat, shiny 
papules. The buccal mucosa also showed lichen planus. There were lesions on 
the glans penis, which were not typical of lichen planus. 

In addition to these cases, Dr. Parounagian presented two patients with a 
recurrent macular syphilid. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
Jan. 3, 1930 


A. Strauss, M.D., Presiding 


A CAseE FoR DrtaGNosis. Presented by Dr. E. F. Corson. 


A child, 19 months old, presented an eruption of seven months’ duration. The 
eruption had begun with indefinite maculo-papular lesions around the waist and 
gradually had increased and spread over a larger area. Some of the lesions were 
scaly, with pinkish borders rather sharply defined, and would have indicated a 
case of pityriasis rosea were it not for their long duration. Other lesions were 
pigmented spots that bore a faint resemblance to urticaria pigmentosa, but there 
was no history of wheals. No response was obtained by rubbing or irritating, 
and the lesions were not especially pruritic. Microscopic examination of some 
scales revealed fungus. 


DISCUSSION 


Dr. J. F. Scuamperc: I think we can definitely exclude the diagnosis of 
pityriasis rosea here because of the small size of the lesions, the absence of definite 
desquamation and the long duration. I would agree with the alternative diag- 
nosis of urticaria pigmentosa made by Dr. Corson. These lesions are a pinkish 
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buff color and as time goes on will doubtlessly show more pigmentation. I do 
not think the fact that the child does not have spontaneous urticaria or itching 
excludes that diagnosis. 

Dr. J. V. Ktauper: I think the diagnosis of urticaria pigmentosa is the most 
logical one, considering the age of the patient. 

Dr. C. S. Wricut: I think there is one point in this case that should not be 
overlooked in this discussion, and that is the fact that mycelia were found on 
examination. I believe that fungi are often found as secondary or purely accidental 
invaders in a number of skin diseases. On a few occasions I thought that I had 
found fungi in cases of ‘eczema and various dermatoses which were definitely not 
cases of ringworm, and yet afterward I came to the conclusion that these fungi 
had no etiological relationship to the dermatosis. 


A CAsE FOR D1AGNosis. Presented by Dr. J. V. KLAuDER. 


A girl 14 years old had had a disturbance in the peripheral circulation since 
birth. The appearance of the skin is that of a case of universal chilblain circula- 
tion. There is a puffiness of the fingers comparable to lupus pernio. She com- 
plains of disturbance of sensation and is easily chilled. When heat is applied 
to the skin, it becomes red, and when the skin is chilled, it becomes bluish purple 
in color. These disturbances are less severe in summer. The condition may be 
a case of universal nevus flammeus. 


DISCUSSION 


Dr. J. F. ScHAMBERG: I can appreciate Dr. Klauder’s hesitancy in making the 
diagnosis between the two conditions named, lupus pernio, and an extensive nevus 
flammeus, or mild port wine nevus. I believe it is the latter but in my experience, 
I have never seen a nevus involving such extent. It is mild; does not show. much 
angiomatous involvement or much enlargement of the capillaries, but is, I think, 
definitely of the nature of nevus flammeus. I am fortified in that belief by the 
fact that it was congenital and appeared at, or shortly after, birth. I have no 
doubt that the color varies, according to weather conditions; but that is only 
natural; we flush in hot weather and our skin becomes paler in cold weather; 
there is no reason why these enlarged vessels should not act in the same way. 


MONILETHRIX. Presented by Dr. Ruopes for Dr. J. F. SCHAMBERG. 


A girl, 2% years old, entered the clinic of the Graduate Hospital on November 1 
with the complaint that her hair was breaking off, and that there was some 
itching of the scalp. The condition had begun at the age of 6 months. Probably 
the hair had reached a certain length, and since that time, growth had ceased. 
A maternal aunt had a similar condition, which disappeared later in life. 


DISCUSSION 


Dr. E. F. Corson: I think this is a typical case of monilethrix. The follicular 
prominences you notice at the back of the head as well as the broken off hairs 
are nearly always found in these cases. Frequently the hereditary influence which 
Dr. Rhodes mentioned is noted. 

Dr. J. F. ScHAMBERG: The diagnosis is quite clear in this case. I want to say 
a word about the possible treatment. The treatment for this condition in the past 
has been unsatisfactory; but I had an experience which leads me to recommend 
a certain line of procedure. Dr. Wright and I had under our care a woman 
of about 35 who had had a fragilitas crinum for many years, not monilethrix. 
The hair grew to % inch and then broke off. She was obliged to wear a trans- 
formation. I told her there was a drug that could be administered to her which 
might improve this condition. We gave her thallium acetate, 6 mg. per kilogram. 
She told me that after taking it she vomited profusely and severe pains developed 
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in the arms and legs, and she was confined to bed for about three weeks; for 
some months afterward, she suffered from multiple neuritis. But her hair fell 
out, and regrew; and the last time we saw her, it was much longer. It looked 
as if the treatment had changed the character of her hair. In this instance, in a 
child 2 years of age it is perfectly safe to use the thallium in 8 mg. per kilogram, 
and I suggest that treatment. After all the hair has fallen out, it is quite possible 
that she may obtain a growth of normal hair. 

Thallium is a drug which must always be used with circumspection and its 
administration should be carefully supervised. A number of deaths have occurred 
from faulty dosage. It is a powerful drug, and one must calculate carefully the 
dosage per kilogram of body weight; furthermore, to any fat child, I would not 
give 8 mg. per kilogram of body weight, because it is a question whether or 
not the dosage proportionately increased by the fat would be excessive for ‘such 
a child. But I should advise that treatment for this child. 

Dr. WeErpMAN: I am surprised that the swellings and constrictions cannot 
be seen on direct examination of this patient’s scalp, either with the naked eye 
or with the loupe; under the microscope, they appear clearly. There is no doubt 
about the diagnosis. 


A Typical BENIGN PEMPHIGUS (WITH FEATURES OF LUPUS ERYTHEMATOSUS 
AS DESCRIBED BY SENEAR AND USHER). Presented by Dr. GILMAN. 


T. H., a colored woman, aged 49, presented a generalized dermatosis with 
itching. Eighteen months previously a papule appeared on the nose that soon 
spread and involved the nose and cheeks in a butterfly pattern. Then the eruption 
spread to involve more of the cheeks and the scalp. About this time, bullous 
lesions appeared on the trunk, which subsequently became crusted and keratotic. 
The patient soon lost all the hair on the anterior portion and on the sides of her 
scalp. Treatment (with the exception of two or three injections of an unknown 
drug in September) was of no avail. Itching and general discomfort were her 
main complaints. There had been no involvement of the mucous membranes or 
genitalia. In addition to the condition of her skin, she has been treated for a 
hypertension. The patient’s blood pressure on admittance was 218 systolic and 
110 diastolic. 

On examination, there was a confluent, crusted and thickened plaque, involving 
the cheeks and the nose. The scalp was covered with a thick, greasy and keratotic 
crust, and hair was absent. Telangiectasia could not be demonstrated. “Carpet- 
tack” scales could be removed from the cheeks, leaving dilated follicles, but the 
typical plugs of lupus erythematosus were not demonstrable. The trunk was 
covered with crusted papular lesions from 1 to 1.5 cm. in diameter, both isolated 
and in circle groupings. The lesions over the sacrum were markedly verrucous. 
Over the left breast, lower part of the abdomen and back were several ruptured 
bullae. The arms and legs below the elbows and knees were practically exempt. 
The mucous membranes and genitalia were not involved. Nikolsky’s sign was not 
present. 

On admission to the hospital, the white count was 2,800, with a slight related 
lymphocytosis. The white count later rose to 5,400, and finally to 9,200. The 
patient had a moderate secondary anemia. Wassermann and Kahn tests of the 
blood were negative. The biopsy material from an abdominal lesion was not 
illuminative beyond a histologic diagnosis of subacute diffuse dermatitis. 

The patient had four small, weekly injections of gold and sodium thiosulphate, 
ordinary baths and a mild tar ointment for the body. There was marked subjective 
improvement following the beginning of the treatment, and the condition improved 
objectively 25 per cent. 

DISCUSSION 

Dr. F. D. WertpMAn: I am not as well informed concerning the particular 
communication which the physicians mentioned in presenting the case and hence 
cannot speak about this case as they do. Of course one always makes a point 
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of indicating clinically the particular expressions of a dermatitis, and of trying to 
pigeonhole the case in one of our accepted dermatologic categories; this aids 
much in estimating the further course of the ailment, etc. But, on the other 
hand, we ought to take the pathologic point of view, according to which this 
case of dermatitis would belong to the erythema multiforme group. The distribu- 
tion of this dermatitis, as well as other factors, makes it fall within the 
category of extensive, disseminated lupus erythematosus. But, if you try to 
resolve it into one single pathologic basis or process, it most resembles persistent 
chronic erythema multiforme. Of course, that, in no way precludes the attempt 
to make the diagnosis fit into one of our special accepted clinical categories. 


Dr. J. F. ScHAMBERG: In view of the unusual character of the case, it is per- 
fectly reasonable that Dr. Gilman should present it with some uncertainty. Per- 
sonally, I regard the condition as lupus erythematosus with bleb formation. The loss 
of hair over a large portion of the anterior surface of the scalp is strongly suggestive 
of lupus erythematosus because of the involvement of the scalp which occurs 
frequently in that disease and because the condition on the face is suggestive of 
lupus erythematosis. It is rare to find blebs in association with this condition, 
but they have been described. Blebs likewise occur with lichen planus, a condi- 
tion not ordinarily associated with blebs. I do not see any particular relationship 
between lupus erythematosus and pemphigus. I do not think that the mere fact 
that occasional blebs form establishes such a relationship. I believe it to be a 
somewhat disseminated type of lupus erythematosus in which the development 
of blebs occasionally occurs. 

Dr. Gitman_ I think that if one considers the Senear-Usher syndrome as 
an entity, the nature of the discussion of this case almost puts it within that 
classification, because I believe that Dr. Senear was impressed with the variety 
of discussion that followed the report of this patient’s case. For instance the 
association of lupus erythematosus with blebs, or in a case of bona fide pemphigus 
the association with lupus erythematosus features in the face. Several men have 
commented on the association between pemphigus and seborrheic eczema. If the 
condition is not definitely pemphigus, it is difficult to state what it is. 


Dr. J. V. KLaupeER: I do not regard the eruption as pemphigus. 


A Case FOR DiaGNosis. Presented by Dr. J. V. KLAupDER. 


A girl, aged 6, whose parents were Italians and first cousins, was shown. 
The condition had appeared in infancy. There were sharply circumscribed patches 
of variable size involving the face, back, arms and legs. The patches were white, 
soft, atrophic and scar like. The child was of less than normal height and 
probably retarded mentally. The skin, was putty like, which suggested myxedema. 
For this reason % grain (0.01 Gm.) thyroid extract was administered three times 
a day. (The basal metabolic rate was not determined.) There was an improve- 
ment in the putty-like texture of the skin, and the parents believed that the child 
was benefited generally by thyroid therapy. 


DISCUSSION 

Dr. F. D. Wei1pMaAn: I think the distribution closely resembles that of hydroa 
aestivale. Besides the appearance of the eyes is somewhat photophobic at least 
in this light, and of course reminds one of the porphoryns. As Dr. Klauder 
privately indicated to me, the fact of the distribution so far down over the back 
is difficult to explain, but I have seen one or two cases in which the distribution 
was also on the legs. Considering all factors (the patient’s mother states that there 
is a seasonal aspect to the case; at times there are “water blisters”), we want at 
least to eliminate the possibility of a case of hydroa vacciniforme. 

Dr. C. S. Wricut: I can hardly agree with the diagnosis of hydroa aestivale, 
because, in the first place, the lesions are not in the places where one would 
expect to find them. The facies are of particular interest in this child, and are 
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certainly indicative of some endocrine disturbance. I cannot feel that it is sclero- 
derma, and would be more inclined to call it a myxedema. The difficulty is to 
account for the generalized pitting. 

Dr. E. F. Corson: Many of the scars resemble vaccination marks, a fact which 
bears out the diagnosis of hydroa; the distribution however, is curious. 


PROGRESSIVE PIGMENTARY DERMATOsSIS. Presented by Dr. DECKER. 


A boy, 9 years old, had had this condition on the lower extremities for approx- 
imately four years. His family stated that it began after an injury, a fall from a 
tree; at that time they noticed this condition, which had gradually extended up 
to his knees. The lesions were elevated with some permanent pigmentation and 
cayenne pepper spots. 


DISCUSSION 


Dr. F. D. WetpMAN: I am very glad to see this case, bearing, as it does, the 
approval of the author himself concerning the validity of the diagnosis. I think all 
of us have had experiences, not only in society meetings, but in clinics, of having 
cases presented that possibly were not real instances of the disease. I am partic- 
ularly glad to see this because I had the pleasure of seeing the sections through 
the courtesy of Dr. North. The clinical diagnosis of course shows the features 
of a purpura; the dermatosis appears essentially hemorrhagic. The rather uniform 
way in which these cayenne pepper grains are spaced and disposed is something that 
impresses us. It seems to me that they have some relationship to one of the 
anatomic structures in the skin, such as sweat glands or possibly blood vessels. 
That idea is quite in conformance with the idea of hemorrhages as they occur 
in the skin, because hemorrhages commonly occur where the walls of the blood 
vessels are not well supported on the outside, that is, where the perivascular 
lymphatics are rather wide and do not afford support for the capillaries. Now, it 
happens that in the skin we do have such conditions around the appendages — 
broad lymphatic spaces —and hemorrhages are more likely to occur in the vessels 
which are in these spaces. I recall the section which I saw, and I was impressed 
by the density of the round cell infiltration; it is not at all like the nonspecific 
commonplace infiltrations that we see, for instance, in cases of eczema and of 
dermatitis venenata, and I believe that the tendency of the times is to ascribe a 
special, particular place in the category of dermatoses to this progressive pigmen- 
tary dermatosis which does not belong to any of the ordinary categories of purpuras 
but which exhibits certain characteristics of its own. 


Dr. J. F. SCcHAMBERG: I am glad to have the opportunity of seeing this case, 
because it is a classic case of progressive pigmentary dermatosis. In some 
respects it bears a considerable resemblance to the case I originally described, in 
which punctate, cayenne pepper-like grains were observed, as well as a marked 
degree of pigmentation, particularly of a distinct ochre color, a sort of pigmenta- 
tion one rarely sees. It is difficult to classify this condition. Abroad there is a 
wide divergence of opinion. Certain members of the German school consider 
progressive pigmentary dermatosis to be closely related to Majocchi’s disease, 
purpura annularis telangiectodes. Others, however, dissent from this opinion. I 
do not believe that they are one and the same disease. I believe that these red, 
punctate lesions are due to an inflammation of the capillaries with dilatation which 
is found quite frequently in this condition, and called a “cappillarite” by the French. 
I also emphasize the pigmentation, which is one of the most characteristic features 
of this condition. One often sees puncta with reddish macules without pigmenta- 
tion. I do not think that condition belongs to the same group, because pigmentation 
is a cardinal feature of this disease. 

I do not believe that the injury had anything to do with the development of 
this condition. The patient was injured on only one leg, and the condition has 
ascended progressively on both legs, which is commonly the case. Sometimes 
one sees the eruption on the body, sometimes on the arms. I should be glad it 
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Dr. Decker would make a blood cholesterol determination. In the active cases 
of progressive pigmentary dermatosis that I have seen, an extremely high per- 
centage of hypercholesteremia was observed. I think it would be interesting to 
determine that point, and if it is excessive, it would be particularly suggestive 
because of the youth of the patient. 

One of the most extensive cases I ever saw (on a woman) involuted remarkably, 
whether or not as a result of diet I do not know, but if one can establish the 
fact that there is cholesteremia, possibly indicating some hepatic disturbance, dietary 
restriction along those lines might be advised. But I have seen several patients 
whose improvement was remarkable and whose eruption almost disappeared in time. 


A Case or Benicn Cystic EpiIrTHELiomMaA. Presented by Dr. Decker for 
Dr. Norra. 


A woman, aged 48, had a condition on the face and neck of fifteen years’ 
duration, characterized by ulcerations with some induration. 


DISCUSSION 
Dr. J. V. KLaupER: The condition is benign cystic epithelioma. 


Dr. F. D. WetpMAN: I agree with the diagnosis. I think we would be inter- 
ested in the course of the infection and its appearance in the past. At present, of 
course, the case does not quite conform to the classic picture; one does not see as 
many of the black, comedo-like structures in association with the nodules; it is 
remiss in the distribution of the nodules in particular positions (as in the corners of 
the nose and on the chin), but I think there is enough in the picture to satisfy one 
concerning the diagnosis. Dr. Gilman has properly raised the question as to 
whether or not cancer had developed in some places, and I believe that it has. 
1 recall that some such cases have been described. The disease appears both on 
the face and the chest, and in a paper which Dr. Besancon and I have recently 
written, we have pointed out that the anatomic position of the disease may differ, 
that the origin on the face is in the hair follicles and that the origin on the chest 
is in the sweat glands. I think it would be well to keep this in mind in studying 
biopsies performed on the face and on the chest, if only simply as a matter of 
academic interest. 


A CASE OF VON RECKLINGHAUSEN’S DISEASE WITHOUT FIBROMAsS. Presented 
by Dr. Maurice Brown. 


A girl, 20 years old, presented circumscribed patches of pigmentation on the 
trunk and extremities that were flat, yellow macules of various sizes. 


DISCUSSION 


Dr. S. S. GREENBAUM: I do not feel that this is a case of von Recklinghausen’s 
disease, because the eruption is not purely pigmentary. A number of lesions are 
definitely inflammatory and infiltrated. The fact that the condition is of only one 
year’s duration would also tend to exclude the diagnosis of an abortive form of 
von Recklinghausen’s disease. I am not prepared to give another diagnosis without 
seeing the entire body and perhaps a histologic section. 

Dr. F. D. WErpMAN: It seems to me that there is considerable infiltration under 
many of these lesions, and I feel sure that there is more there than a simple 
pigmentation. Of course that is not absolutely foreign to von Recklinghausen’s 
disease, assuming that tumors develop in every papule. In the same patient, tumors 
may develop, independent of pigmentary marks. I do not think the section is 
helpful. It appears as if the section had been overheated, and there is a cooked 
appearance that would interfere with finer cytologic features. I feel that the 
translucent quality of some of these lesions indicates clinically a possibility of a 
tuberculous condition, perhaps an abnormal form of tuberculid. 
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Dr. Maurice Brown: There is a distinct type of von Recklinghausen’s disease 
described, which at first appears as freckles on the covered portions of the body. 
Two years ago, a case of von Recklinghausen’s disease in which no tumors were 
seen, was presented before this society. 


A Case oF GUMMA OF THE TuHyRoID. Presented by Dr. J. F. SCHAMBERG. 


A colored woman, aged 28, single, complained of a swelling on the left side 
of the larynx. The Wassermann and Kahn tests were positive. The lymph glands 
were slightly palpable at the angle of the jaw; the thyroid itself was not enlarged. 
The blood pressure was 110 systolic and 80 diastolic. 


DISCUSSION 


Dr. ABRAM StrRAvuss: I feel that gumma of the thyroid is a rather rare 
condition, and such a diagnosis is hazardous. I do recall one case of secondary 
syphilis in which there was enlargement of the lateral lobes of the thyroid shortly 
after the onset of the infection, and I felt that the enlargement was due to the 
infection. The condition cleared up promptly under treatment. At the same time 
I saw in the French literature a report of a similar case in which one of the lobes 
was markedly enlarged shortly after the onset of the infection, even though the 
patient was getting treatment. 

Dr. S. S. GREENBAUM: I believe this case to be a gumma in the region of the 
left upper pole of the thyroid. It is not acute syphilitic thyroiditis; it is a pure 
gumma, and the condition has improved a good 25 per cent under treatment. 


ERYTHEMA ELevatum Divutinum. Presented by Dr. F. D. WerpMaN. 


G. E., white, aged 36, a machinist, has been shown several times previously, 
and his case is case 1 in the paper in the November issue of the ARCHIVES OF 
DERMATOLOGY AND SYPHILOLOGY (20:594 [Nov.] 1929). I show him again 
tonight to demonstrate the development of a fibrous nodule, which is analogous 
to the rheumatic nodule, actually within one of the plaques. On the right wrist 
is a classic plaque; within it, there is a hard, white nodule, 5 or 6 mm. in diameter. 
There is a current discussion as to whether erythema elevatum diutinum is related 
to granuloma annulare or whether it is part of the rheumatism complex. Dr. 
Besancon and I took the stand that it was rheumatic in nature, and that there 
is not a great difference between the plaques of erythema elevatum diutinum and 
the rheumatic nodules. In fact, Dr. Templeton, who has also written on the 
subject in the British Journal of Dermatology, has come to a similar conclusion. 
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Rapium 1N GENERAL Pracrice. By A. James Larkin. Price, $6. Pp. 304, 
with 20 illustrations. New York: Paul B. Hoeber, Inc., 1929. 


This work begins with a chapter on the general principles of radium therapy 
and the technic of its application. The author bases its therapeutic applications 
on the following biologic reactions: necrosis, arteritis, analgesic effects and the 
alterative reaction, which are altogether nebulous, apparently even to the author. 
The alterative reaction, for example, is “that property which is responsible for 
good results in such conditions as eczema, tuberculous ulcers, tuberculous glands, 
and many other conditions which require only a small amount of irradiation.” The 
physics of radium, which he takes up under mechanics of radium, are given two 
and a half pages. The pages containing the technic of application are practical and 
useful. Then, after nineteen pages of general consideration, he plunges into the 
various diseases, from Banti’s disease to ringworm. Under every disease he repeats 
two paragraphs, in substance, as follows (I quote from acne): “Diagnosis is not 
discussed in this outline but should be confirmed in every possible manner” 
(see p. 13). 

“The contraindications and dangers of radium treatment are discussed under 
those general headings and should be carefully studied before the radium is used” 
(see p. 15). : 

The constant repetition of these two paragraphs is not only irritating to a 
temperamental disposition but it is a consumption of space that is presumably 
valuable. 

The part of the book which concerns dermatologists is that which has to do 
with skin diseases; and its value as respect these may be judged by reference to 
a few of them. 

“Eczema is a rather ill-defined skin lesion, deeper than an erythema. . , 
Secondary papules, pustules and crusts not uncommon. . . . Occasionally the 
lesions heal with atrophy or a thickened fibrous skin. 

“Beta rays from radium are suitable for the care of the lesions by their altera- 
tive action” (p. 220). 

Lichen planus: “These lesions are chronic inflammatory process, often sac- 
cular, frequently scaling, rarely crusting, about the hair follicles of the skin or 
at the sites of pustules” (p. 234). 

“. . . The treatment is tedious but it can be accomplished.” 

The book is an illustration of the mischievous results of a man becoming a 

therapeutic specialist in the use of only one agent. 


Dit BEHANDLUNG DER HAUT-UND GESCHLECHTSKRANKHEITEN MIT KURZER D1AG- 
NosTIK. By Dr. Erich Horrmann. Fifth edition, very much enlarged. 
Price, 14.50 marks. Pp. 318, with 46 illustrations. Berlin: A. Marcus and 
E. Weber, 1930. 


The publishing of the fifth edition of Hoffmann’s Die Behandlung der Haut- 
und Geschlechtskrankheiten is sufficient testimony of its worth, when one remem- 
bers the great number of these epitomes of dermatology that have been published 
in German. It is a book of 318 pages, 180 of which are given to dermatology. It 
is amazing how much of the essentials of dermatology can be put into this space. 
The explanation is the great amount of attention given to the principles of der- 
matology. When the reader has mastered these, the details of the various diseases 
can be epitomized in small space. To the principles of dermatology Hoffmann 
devotes 50 pages, or nearly one third of his space. This is an enlightening and 
extremely useful exposition of that subject, which any one can read with interest 
and profit. It takes a master to summarize a subject well, and most masters have 
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not the patience, or think they have not the time, to do such a job. It is a credit 
to Hoffmann’s wisdom that with the distinction of his position and the excessive 
demands on his time he still has the will and the feeling of responsibility to 
dermatology to devote his time in keeping up-to-date this fine elementary treatise 
on the subject. The format of the book is excellent. The illustrations are not 
numerous but good. 


DISEASES OF THE SKIN IN INFANCY AND CHILDHOOD. By Howarp Fox. 
Pp. 372, with 112 illustrations. New York: D. Appleton & Company, 1930. 


This work is really a treatise on skin diseases from the standpoint of their 
manifestations in childhood. It is a concise, clear and interesting presentation 
of the subject. One has a relatively easy task to give a description of a dermatosis 
if the space is unlimited, but it is a very much more difficult thing to give an 
adequate presentation in limited space. Fox’s good style has served him well in 
this understanding, and this, with a comprehensive knowledge of dermatology, 
has enabled him to cover his topics briefly as well as satisfactorily. His attitude 
is orthodox, conservative and practical. Throughout the book one finds many 
useful, practical suggestions. On an occasional point the reviewer would differ 
from him, as, for example, in his confidence in vaccines for boils. Of course, 
the pictures are excellent. The only collections from which they could have come 
are Fox’s, Wende’s or Fordyce’s. The pictures alone make the work especially 
valuable for those who are not specialists. Altogether it is a good book, and 
the author is to be congratulated on so satisfactory a completion of a difficult 
undertaking. 
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Directory of Dermatologic Societies * 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SyYPHILOLOGY 


William H. Guy, Chairman, Jenkins Arcade, Pittsburgh. 
Francis E. Senear, Secretary, 55 E. Washington St., Chicago. 
Place: Detroit. Time: June 23-27, 1930. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
Udo J. Wile, President, University Hospital, Ann Arbor, Mich. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 

Place: Cleveland. Time: June 19-21, 1930. 


British ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


Gustave Archambault, President, 544 East Sherbrooke, St., Montreal. 
Albéric Marin, Secretary, 544 East Sherbrooke St., Montreal. 
Place: Montreal. Time: June, 1930. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 


Frank J. Eichenlaub, President, 1835 I St., N. W., Washington, D. C. 
Leon Ginsburg, Secretary, 1800 N. Charles St., Baltimore. 


IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 


J. C. Kessler, President, University Hospital, lowa City, Iowa. 
J. W. Bailey, Secretary, 10th St. and Grand Ave., Des Moines, Iowa. 


New ENGLAND DERMATOLOGICAL SOCIETY 


Walter T. Garfield, President, 19 Bay State Rd., Boston. 
Rudolph Jacoby, Secretary, 270 Commonwealth Ave., Boston. 


SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 


Jeffrey C. Michael, Chairman, 1017 Medical Arts Bldg., Houston, Texas. 
Emmet R. Hall, Secretary, Exchange Bldg., Memphis, Tenn. 


STATE DERMATOLOGIC SOCIETIES 
LovuIsIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, Pere Marquette Bldg., New Orleans. 
Thomas A. Maxwell, Secretary-Treasurer, 1119 Union Indemnity Bldg., New 
Orleans. 


MEDICAL SOCIETY OF THE STATE OF NEW YoRK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Walter J. Highman, Chairman, 853 7th Ave., New York. 
Albert R. McFarland, Secretary, 348 University Ave., Rochester. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA, SECTION 
ON DERMATOLOGY 


Frank E. Knowles, 2035 Spruce St., Pittsburgh. 
Sigmund S. Greenbaum, Secretary, 1714 Pine St., Philadelphia. 


MINNESOTA DERMATOLOGICAL SOCIETY 


Edward C. Gager, President, 350 St. Peter St., St. Paul. 
D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


OKLAHOMA DERMATOLOGICAL ASSOCIATION 


M. M. Roland, President, 117 N. Broadway, Oklahoma City. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 


LOCAL DERMATOLOGIC SOCIETIES 
ATLANTA DERMATOLOGICAL SOCIETY 


William Howard Hailey, President, Candler Bldg., Atlanta, Ga. 
H. S. Alden, Secretary, Medical Arts Bldg., Atlanta, Ga. 


Bronx DERMATOLOGICAL SOCIETY 


Charles A. Greenhouse, Chairman, 1401 Grand Concourse, Bronx, New York. 
Ralph Breakstone, Secretary-Treasurer, 783 Beck St., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


E. Almore Gauvain, President, 47 Halsey St., Brooklyn. 
A. M. Persky, Secretary, 1750 Ocean Pkwy., Brooklyn. 


DERMATOLOGICAL SOCIETY 


Clark W. Finnerud, President, 25 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


James Miller, President, Berkshire Bldg., Cincinnati. 
R. R. Du Casse, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


J. R. Driver, President, Hanna Bldg., Cleveland. 
Robert E. Barney, Secretary, Osborn Bldg., Cleveland. 


Detroit DERMATOLOGICAL SOCIETY 


Arthur E. Schiller, President, 10 Peterboro St., Detroit. 
William G. Schlegelmilch, Secretary-Treasurer, 9203 Grand River, Detroit. 


Los ANGELES County MEDICAL ASSOCIATION, DERMATOLOGIC SECTION 


George F. Koetter, Chairman, 1136 W. 6th St., Los Angeles. 
H. Sutherland-Campbell, Secretary, 1936 Wilshire Blvd., Los Angeles. 


MANHATTAN DERMATOLOGICAL SOCIETY 


David L. Satenstein, Chairman, 57 W. 57th St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


New ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


John Frank Fraser, Chairman, 100 W. 59th St., New York. 
A. B. Cannon, Secretary, 371 Park Ave., New York. 
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DIRECTORY 


New YorRK DERMATOLOGICAL SOCIETY 


Paul E. Bechet, President, 30 E. 40th St., New York. 
J. Frank Fraser, Secretary, 100 W. 59th St., New York. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Carroll S. Wright, President, 1402 Spruce St., Philadelphia. 
Jacques P. Guequierre, Secretary, 1934 Spruce St., Philadelphia. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


Howard T. Phillips, Chairman, National Exchange Bank Bldg., Wheeling, W. Va. 
Louis Willard, Secretary, 328 Jenkins Bldg., Pittsburgh. 


St. Lours DERMATOLOGICAL SOCIETY 


Richard S. Weiss, President, 3720 Washington Blvd., St. Louis 
M. F. Engman, Jr., Secretary-Treasurer, 5435 Easton Ave., St. Louis 


San FRANCISCO DERMATOLOGICAL SOCIETY 


Thomas Clarke, Madison-Lake Apts., Oakland, Calif. 
H. J. Templeton, Secretary, 3115 Webster St., Oakland, Calif. 
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Distribution of Heat in Skin During Intense Irradiation with Visible Rays. S. 
Lomholt, Strahlentherapie 35:324 (Feb. 1) 1930. 

Ditmarsch Disease: History, Spread and Prevention. W. Schénfeld, Strahlen- 
therapie 35:182 (Jan. 9) 1930. 

Dyshidrosis. G. Garnier, Paris méd. 1:63 (Jan. 18) 1930. 
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Herpes Zoster and Vaccination. C. Aubertin and J. Fleury, Bull. et mém. Soc. ° 
méd. d. hop. de Paris 54:20 (Jan. 20) 1930. 


Immunization with Bacillus of Cutaneous Gangrene. G. Milian, Paris méd. 1:68 
(Jan. 18) 1930. 

Impetigo Herpetiformis: Roentgen Sterilization. O. Griitz, Strahlentherapie 
35:501 (Feb. 26) 1930. 

Implantation Method of Skin Grafting. O. H. Wangensteen, Surg. Gynec. Obst. 
50:634 (March) 1930. 

Importance of Complete Skin Tests in Asthma: Case. D. L. Engelsher, M. J. & 
Rec. 131:246 (March 5) 1930. 

Indirect Roentgen Irradiation in Skin Diseases. H. Fuhs and J. Konrad, Strahlen- 
therapie 35:239 (Feb. 1) 1930. 
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Injection Treatment in Varicose Ulcers. W. A. White, Jr.. New England J. M. 
202:271 (Feb. 6) 1930. 
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Dubois’ Sequestra of Thymus Gland of Nonsyphilitic Origin. 
Am. J. Dis. Child. 39:586 (March) 1930. 


Extensive Diffuse Syphilitic Myocarditis Associated with Malignant Syphilis. 
A. S. Warthin, Am. J. Syph. 14:35 (Jan.) 1930. 


Fatal Multiple Fat Embolism in Patient Given Arsphenamine. E. L. Burns and 
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E. Harne, Norsk Mag. Laegevidensk. 91:153 (Feb.) 1930. 
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Prevention of Syphilis. 
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Sulphur Treatment of Syphilis and of Syphilitic and Nonsyphilitic Disorders of 
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Syphilis of Cardiovascular System. H. H. Hazen, Virginia M. Monthly 56:797 
(March) 1930. 

Syphilis of Liver: Negative Wassermann: Case. C. L. Davis, New York State 
J. Med. 30:324 (March 15) 1930. 

Syphilis or Tuberculosis? O. Boyksen, Zentralbl. f. Chir. 57:277 (Feb. 1) 1930. 

Syphilitic Ocular Diseases Among Chinese. H. T. Pi, China M. J. 44:118 (Feb.) 

1930. 


Transmission of Syphilis by Blood Transfusions. CC. Aubertin and J. Fleury, 
Buli. et mém. Soc. méd. d. hép. de Paris 54:69 (Jan. 27) 1930. 

Treatment of Neurosyphilis. R. H. Foster, Am. J. Syph. 14:89 (Jan.) 1930. 

Treatment of Syphilis. W. K. Hicks, U. S. Nav. M. Bull. 28:345 (April) 1930. 


Wassermann Reaction Following Dermatitis and Jaundice from Arsphenamine. 
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